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T has been reported (18, 20, 37, 41, 49) 
that the death of human beings could be 
caused by embolism of one or a few small 
pulmonary arteries which affect a negligible 

portion of the pulmonary tissue. On the other 
hand, the work of some clinical investigators (2, 
3, 8, 36, 56) appears to indicate that this phenom- 
enon does not cause death in human beings, ex- 
cept possibly in those who have severe cardiac or 
pulmonary disease and in whom an otherwise 
negligible amount of pulmonary tissue has be- 
come very important. In the attempt to elucidate 
this problem, a variety of experimental ap- 
proaches have been made, most of them in the 
dog as the experimental animal. There have devel- 
oped from these investigations two concepts con- 
cerning the mechanism of death from pulmonary 
embolism. 

Members of one group (4, 9, 18, 19, 20, 31, 34, 
58, 64, 69-72) believe that it has been demon- 
strated in experimental animals that when death 
occurs from lodgment of emboli in one or a few 
small pulmonary vessels, reflexes are of primary 
or major importance in the cause of death. They 
postulate the occurrence of lethal reflexes, such as 
a vagal pulmonocoronary reflex causing coronary 
spasm and fatal coronary insufficiency, a pul- 
monopulmonary reflex (presumably of vagal ori- 
gin) which causes an intense generalized spasm of 
the pulmonary vascular bed, or reflex peripheral 
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vascular collapse. Other causes of death cited by 
a few investigators are reflex cardiac standstill 
or lethal reflex cardiac arrhythmias. 

Members of the second group of investigators 
(10, II, 21, 24, 25, 27-30, 32, 39, 42, 45-47, 51-54, 
59, 61, 65, 66, 68) have concluded either that 
death in experimental embolism can be explained 
on a purely mechanical basis or that the lethal 
reflexes just described cannot be produced by small 
pulmonary emobli. Most of them believe that 
mechanical obstruction of the flow of the blood 
through the lungs of experimental animals is the 
principal cause of death in pulmonary embolism. 
The obstruction must be sufficient to cause sys- 
temic arterial hypotension, coronary insufficiency, 
and, ultimately, myocardial anoxia and failure 
resulting in a fatal cardiac arrhythmia. 

The experimental evidence supporting the con- 
cept of death from lethal reflexes in pulmonary 
embolism is not conclusive. The experimental 
evidence usually is as follows: 

The results of embolization after cervical vagotomy 
or atropinization. Data on the survival of animals 
in which pulmonary emboli have been produced 
after bilateral cervical vagotomy or atropiniza- 
tion, or the results of studies of electrocardio- 
graphic tracings made before and after pulmonary 
embolization constitute the evidence most often 
presented. Vagotomy or atropinization has been 
reported as effective (usually in less than 50 per 
cent of the cases) in reducing the lethal effect of 
embolization or in minimizing the electrocardio- 
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graphic changes found in control animals (4, 18, 
34, 58, 70). This evidence is indirect because some 
investigators, in arriving at their conclusions, 
have not given consideration to an equally im- 
portant volume of evidence presented by other 
workers who did not find support in their data for 
neurogenic concepts (10, 27, 32, 33, 37) 42) 45, 
46, 51, 52, 61, 65, 66). The latter investigations 
contain direct evidence which is antagonistic to 
the hypothesis of a lethal pulmonocoronary reflex 
in experimental pulmonary embolism. 

The theory of vagal-mediated peripheral depres- 
sion reflexes. It has been postulated (25, 34) that 
in human beings emboli raise the pressure in the 
pulmonary artery and thereby initiate vagal- 
mediated peripheral depressor reflexes causing 
changes ending in death. Parin and Schwiegk 
found in dogs that raising the pressure in the pul- 
monary artery to one lung, the veins of which 
were ligated, caused a lowering of the systemic 
blood pressure and a slowing of the heart. The 
phenomenon could be prevented by vagotomy. 
De Takats, Beck, and Fenn quoted evidence in 
support of the findings of Parin and of Schwiegk. 
Schweitzer and Underhill were unable to obtain 
the same results. Cort and Davis concluded from 
experiments in cats that bilateral cervical vagot- 
omy or atropinization protected animals for a 
period of minutes from the sudden development of 
“vagal depressor effects,” but death of the ani- 
mals was not prevented. Daly and coworkers (16) 
found a definite but very slight reduction in the 
systemic arterial pressure when the pulmonary 
arterial pressure was raised by an increase in the 
blood flow. In contrast to Schwiegk’s interpreta- 
tion, they believed that the very slight decrease in 
systemic blood pressure signified an impairment 
in the function of the left side of the heart, rather 
than an increased functional activity of the right 
side of the heart. Thus, examination of the liter- 
ature reveals that the existence of vagal peripheral 
depressor reflexes in experimental animals has 
been seriously questioned. 

The work of Walsh deserves special attention 
for he has endeavored to quantitate the vagal ac- 
tivity in pulmonary embolism. He measured the 
frequency of discharge of single vagal afferent 
fibers after the production of multiple potato- 
starch emboli in cats and in 1 rabbit. He con- 
cluded that the peak frequencies of discharge of 
single-stretch endings in artificially ventilated and 
spontaneously breathing animals showed no sig- 
nificant changes. There was evidence of doubtful 
significance in 1 decerebrate cat of increased dis- 
charge of pressure receptors of the pulmonary 
artery. 
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The theory of reflex vagal activity in pulmonary 
embolism. It is stated by some experimenters (16, 
62, 63) that stimulation of the proximal ends of 
the cut vagi in animals will produce a decrease in 
the systemic and pulmonary arterial blood pres- 
sures and a slowing of the heart. This is cited by 
others as evidence of reflex vagal activity, the in- 
ference being that it is active in pulmonary em- 
bolism. First, the inference is unwarranted be- 
cause it is an unproved assumption that the vagus 
nerves are so stimulated in the presence of pul- 
monary embolism. Second, some authors (35) be- 
lieve that this response in the pulmonary system 
of dogs is a mechanical, not a neurogenic, phenom- 
enon. Last, Daly and Euler (15) noted that there 
was a rise in pulmonary artery pressures of 2 of 3 
dogs whose cut vagus nerves were stimulated at 
the distal ends. Thus, the response to stimulation 
of the cut vagus nerves is variable and its signifi- 
cance in experiments on pulmonary embolism is 
doubtful. 

The theory of reflex factors in death from pul- 
monary embolism. General support is claimed for 
theories that death results from reflexes in pul- 
monary embolism because of clinical and experi- 
mental evidence of benefit in such cases from the 
use of papaverine (17), a known vasodilator of the 
pulmonary vascular tree (50). This, however, is a 
contested conclusion (32). It is possible to dilate 
the vessels of the pulmonary vascular system of 
dogs with papaverine in the absence of pulmonary 
embolism (23, 44). It is quite possible that papa- 
verine is of benefit to human beings with pul- 
monary embolism because it will dilate pulmonary 
vessels already of normal caliber. There is no 
reason to presume that, because there has been 
dilatation, constriction was present initially. 

Two particular studies citing reflex death de- 
serve comment because they present the most 
interesting evidence available in support of a 
neurogenic factor in fatal pulmonary embolism of 
the experimental animal. Haynes, Kinney, Hel- 
lems, and Dexter found that “precapillary” em- 
bolization of one lobar pulmonary artery in anes- 
thetized dogs, produced by the infusion of a sus- 
pension of Lycopodium spores into the vessel, 
caused changes typical of pulmonary arterial ob- 
struction leading to death. Smith and Hara were 
not able to obtain similar results. They, however, 
found that when suspensions of starch or barium 
sulfate were injected into a lobar pulmonary ar- 
tery of anesthetized heparinized dogs, the animals 
died 2 or 3 minutes after the injection. Since such 
embolic particles as fine glass beads, poppy seeds, 
or Lycopodium spores did not produce circulatory 
dynamic changes, and finer materials produced 
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severe circulatory changes, they reasoned that 
pulmonary “capillary” emboli affecting a restrict- 
ed portion of the pulmonary vascular bed may 
cause death, apparently from reflex pulmonary 
vasospasm and circulatory failure. In previous 
experiments (27) two of us were not able to cor- 
roborate these findings, nor are the findings sup- 
ported by the work of Binger, Boyd, and Moore 
who embolized one entire lung of dogs with a sus- 
pension of starch without any untoward effects. 

Steiner and Lushbaugh reported 8 cases of 
death of human beings from pulmonary embolism 
of the amniotic fluid during or after parturition. 
In 4 of the 8 cases no other factor was present to 
explain the cause of death. The essential patho- 
logic process was widespread embolism of small 
pulmonary arteries, arterioles, and capillaries by 
the particulate matter found in the amniotic fluid 
and meconium. In 2 additional cases in which the 
embolism was associated with other factors which 
might have contributed to the deaths, Lushbaugh 
and Steiner reported finding less widespread em- 
boli of the same nature and distribution. On the 
basis of these findings and experimental emboli- 
zation of the lungs of rabbits and dogs with this 
material, they (67) stated that this embolic agent 
probably produces an anaphylactoid shock, reflex 
spasm of the pulmonary vascular bed, and a de- 
pressant action on the heart in man and in these 
two species of animals. On the basis of these re- 
ports, other workers (26, 57) presume the exis- 
tence in human beings of pulmonary vascular 
spasm in embolism of the amniotic fluid. 

On the other hand, this phenomenon resembles 
in every way death in animals from widespread 
pulmonary embolization by the particulate mat- 
ter, corn starch. Two of us (27) and other workers 
(51) employed corn starch emboli, demonstrating 

-in rabbits and dogs that this type of fatal pul- 
monary embolism is due to purely mechanical ob- 
struction of the pulmonary arterioles and capil- 
laries. 

EXPERIMENTS 

Haynes, Kinney, Hellems, and Dexter passed a 
catheter which had a balloon on its end into the 
lobar pulmonary arteries of anesthetized and un- 
anesthetized dogs. The balloon was dilated to a 
pressure higher than that in the artery, so as to 
obstruct the flow of blood to that lobe. This pro- 
cedure did not produce any constant change in 
the respiratory rate, pressure in the femoral and 
pulmonary arteries, or in the heart rate. 

Experiments similar to those of Haynes and his 
associates were done by us in 5 dogs. We consid- 
ered the method a promising one for eliciting re- 
flexes such as those which some workers report in 
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certain cases of fatal pulmonary embolism. Mean 
femoral arterial pressures were taken with a mer- 
cury manometer with the animals under the in- 
fluence of local anesthesia. Pulmonary arterial 
pressures were not recorded. A number 9F Cour- 
nand catheter with a balloon at its tip was in- 
serted into the external jugular vein under local 
anesthesia and passed by roentgenoscopy into a 
lobar pulmonary artery as far as possible. The 
mean femoral arterial pressure, respiratory rate, 
heart rate, and general condition of the animal 
were noted. The balloon tip was then inflated with 
a solution of lipiodol to a pressure greater than 
that within the artery, so as to occlude completely 
and distend the vessel. With the aid of the radio- 
paque solution, the position of the balloon was 
identified by roentgenoscopy. After a mtasured 
length of time the mean femoral arterial pressure, 
respiratory rate, heart rate, and condition of the 
animal were again noted. The balloon was then 
deflated and the catheter was withdrawn under 
roentgenoscopy to the estimated position of the 
origin of that particular lobar artery. Control ob- 
servations were made and the balloon was rein- 
flated, and any physiologic effect was noted after 
a period of time. This procedure was repeated 
again and again, until the catheter was gradually 
withdrawn to the pulmonary trunk. 


RESULTS 


Each of the lobar arteries and subsequently 
either one of the main pulmonary arteries of dogs 
were occluded for periods ranging from 5 to 60 
minutes and the effects were observed. Significant 
changes in the mean femoral arterial pressure, 
respiratory rate, heart rate, or the general condi- 
tion of the animal did not occur until severe or 
complete obstruction of the main pulmonary 
trunk was produced. Since completion of these 
experiments, similar results also have been re- 
ported by Hara and Smith. 


FOMMENT 


There are many theories to explain why small 
pulmonary emboli which obstruct a minor portion 
of the pulmonary arterial system cause death in 
human beings. It has been said (36) that this 
phenomenon is seen in human beings only when 
contributing causes, such as cardiac failure or 
coronary arteriosclerosis, are present. Experimen- 
tal investigators have endeavored to show that 
this phenomenon can or cannot be produced in 
animals. Among the species used were goats, rab- 
bits, cats, and dogs, principally dogs. The concept 
that pulmonary embolism causes death of experi- 
mental animals as a result of lethal reflexes is 
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based largely upon indirect evidence for which 
reasonable alternative interpretations may be ad- 
vanced. Many investigators have performed the 
same experiments and either did not obtain simi- 
lar results or believed the results could be at- 
tributed to causes other than pulmonocoronary 
vascular spasm. 

Little is known concerning the vasomotor con- 
trol of the pulmonary vascular tree in certain 
physiologic states. It has been shown (6) that cer- 
tain substances can induce an intense generalized 
spasm of the pulmonary arterial tree of rabbits 
and cats, but not of dogs. The occlusion is suffi- 
cient to cause fatal obstruction to the flow of 
blood through the lungs. Although the mechanism 
of this intense pulmonary vascular spasm is un- 
known, it probably is not of reflex nature, for it 
occurs in heart-lung preparations. Many investi- 
gators who support the concept that death in the 
presence of pulmonary embolism is caused by 
vasomotor reflexes believe that the vagi nerves 
contain the vasoconstrictor nerves to the pul- 
monary vascular system (4, 9, 12, 20, 37, 48, 70) 
or of the coronary arteries (22, 58). In the experi- 
mental animal and in the human being, atropine 
is recommended as an antispasmotic to decrease 
the degree of constriction of the pulmonary ves- 
sels when embolism occurs. Yet it has been stated 
by others that the sympathetic nerves control 
vasoconstriction of the pulmonary blood vessels in 
human beings (1, 14, 16, 18, 34, 40, 41) and dogs 
7, 13-16, 18, 60). The vasomotor control of the 
coronary vessels is a closely allied subject. Katz 
and Jochim (38) have shown in the dog that the 
vagi nerves are cholinergic coronary dilators and 
that the stellate ganglia send to the heart adrener- 
gic coronary dilator and coronary constrictor 
fibers, both of which are tonically active. The 
problem then actually is resolved to the signifi- 
cance, rather than the existence, of potential 
vasoconstrictor and vasodilator nerve fibers to 
the pulmonary vascular system. In excellent re- 
views of this subject (13, 14, 18, 74) it is concluded 
that experiments on animals indicate the dual 
functional nature of the vasomotor nerves of the 
lungs, but that there is a controversy concerning 
the relative power of control which they exert 
under various physiologic conditions. In some 
dogs pulmonary vasoconstriction alone is seen in 
response to nervous stimulation. In others, vaso- 
dilatation is seen to occur from the same nervous 
stimulation. Rarely are both of these phenomena 
demonstrable in the same animal (14, 15). Their 
significance remains in doubt. It must be realized 
that negative evidence regarding the mechanism of 
death in experimental animals should not be used 
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as the basis for the formation of positive con- 
clusions as to what occurs in man. 


CONCLUSIONS 


Some investigators believe that death from 
embolism in one or a few small pulmonary ar- 
teries does not occur in man, in spite of reports to 
the contrary, possibly excepting those cases in 
which severe cardiac or pulmonary disease is al- 
ready existent. There is as yet insufficient evi- 
dence to warrant the unreserved conclusion that it 
is possible to produce this phenomenon in the exper- 
imental animal. It has not been demonstrated to 
the satisfaction of all investigators that death of 
the experimental animal from pulmonary embol- 
ism is caused by other than mechanical factors. 
We corroborated the results of previous work 
showing that sudden complete occlusion of any 
one pulmonary artery or one of its lobar branches 
in the dog does not significantly alter the mean 
femoral arterial pressure, respiratory rate, heart 
rate, or general condition of the animal. 
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Residual Osteitis of the Alveolus of the Maxilla as a 
Cause of Facial Pain. Puitie S. Meyrick and 
Lesiiz S. Manion. J. Lar. Otol., Lond., 1950, 64: 
507. 

The present article represents the combined work 
of an ear, nose, and throat surgeon and a dental sur- 
geon on residual osteitis of the maxillary alveolus as 
a cause of facial pain. The patient usually gives a 
history of neuralgic type of pain in the face, which 
comes on suddenly and lasts several days, ceasing as 
suddenly as it begins. The distribution is in the 
infraorbital region, but not infrequently there is 
radiation to the frontotemporal region. The attacks 
are recurrent, tend to become more severe, and the 
period of freedom from pain tends to grow shorter. 

Clinical examination is the basis of diagnosis. 
Roentgenograms should be made in all cases to 
ascertain the presence of retained roots. The im- 
portant feature is to map out accurately, with the 
finger, the area of tenderness in the buccogingival 
sulcus. Routine investigation of the antrum is re- 
quired because there is always a possibility of con- 
comitant infection. The lesions have been observed 
in all parts of the upper jaw but they seem to be 
most obvious in the regions of the canine teeth and 
of the tuberosity of the maxilla. 

At operation the cortex of the bone is exposed and 
broken through at the point mapped out as that of 
maximum tenderness. The necrotic bone is found 
beneath. All the necrotic area is curetted and the 
cortex is removed from the area as far as necessary 
to give a gently shelving cavity. Any retained roots 
and the outer plate of any unhealed sockets are re- 
moved. Postoperative exacerbation of the neuralgia 
is common, but usually subsides within 48 to 72 
hours. Joun L. Linvquist, M.D. 


EYE 


Day-Blindness. Sireyya Gérpiiren. Brit. J. Ophth., 
1950, 34: 563. 

The author, a Turkish ophthalmologist, reports a 
case of congenital day-blindness in a man, aged 31, 
whose parents were first cousins, but none of his 
relatives had this defect. The patient wore dark 
glasses continuously and always kept his eyes half 
shut. No nystagmus was present and the eyes were 
essentially normal. In daylight the acuity was 
limited to counting fingers at one meter, but with 
reduced illumination his acuity was R. 20/200, L. 
20/120. Mydriatics were of no help, while miotics 
lowered the acuity. Concentric contraction of the 
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visual field for white was present in daylight but not 
in dim illumination. The Stilling’s pseudo-isochro- 
matic plates indicated yellow-blue blindness or tri- 
tanopia. 

The disease is rare, and up to 1909 only 84 cases 
had been reported (Nettleship). The incidence is. 
greater among males, and in most cases consanguin- 
ity has been noted. Goldmann suggested that the 
lesion may be a disturbance of the amacrine and 
horizontal cells impairing the contrast function of 
the retina. James E. LEBENSORN, M.D. 


Clinical and Experimental Observations on the Use 
of ACTH and Cortisone in Ocular Inflammatory 
Disease. ALAN C. Woops. Am. J. Ophth., 1950, 
33: 1325. 

The author discusses the physiologic action of 
ACTH (the pituitary adrenotrophic hormone) and 
cortisone (the 17 hydroxy-11 dehydrocorticosterone 
or compound E), the precautions and contraindica- 
tions for their use, their dosage, administration, and 
their effect in certain clinical ocular diseases and ex- 
perimental ocular inflammations. 

The pituitary gland secretes the adrenocortico- 
trophic hormone (ACTH). When ACTH is injected 
parenterally, the normal adrenal cortex responds 
with a production of all the various adrenocortico- 
hormones. Cortisone suppresses the function of 
both the pituitary gland and the adrenal cortex. 

Prolonged administration of ACTH or cortisone 
may result in untoward physiologic effects, especially 
Cushing’s syndrome (which occurs in basophilic 
tumors of the pituitary), namely, muscle weakness, 
abnormal distribution of fat with the characteristic 
facies, hirsutism, hypertension, and amenorrhea. 
When administered clinically the most immediate 
subjective change is the relief of pain and a prompt 
return of the temperature to normal. Recurrence of 
pain or fever during treatment is an indication for 
the cessation of treatment. Diabetes, vascular hy- 
pertension and chronic nephritis are contraindica- 
tions for the use of these substances and in psychotic 
patients their use should be guarded. 

Patients under treatment should have a low so- 
dium chloride intake and a high potassium intake; 
and possibly the fluid balance should be followed up. 

The eosinophil count in the peripheral blood is the 
most sensitive objective clue to the adrenocortex 
stimulation and to the action of cortisone. Normally 
this is 200 cells per cubic millimeter but it may be 
decreased to from 50 per cent to complete disappear- 
ance of the eosinophils. 

The optimum dosage of both ACTH and cortisone 
is as yet undetermined. 
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CASES IMPROVED BY THE SYSTEMIC TREAT- 
MENT WITH ACTH AND CORTISONE . 


Treatment 


ACTH Prompt recovery. Recur- 
Cortisone rence in 7 months. Prompt 
ACTH recovery. Improvement in 
vision, R.E., from 20/70 
to 20/30. Decrease in 
paracentral scotomas. 


Diagnosis Result 


Nongranulomatous iritis, re- 
currence after 7 months. 
Disciform degeneration of 
macula secondary to sub- 
retina] hemorrhage (bilat- 
eral). Central, serous reti- 
nopathy, R.E. 


Sympathetic ophthalmia, 
atropine sensitivity. 


Clearing of all inflammation. 
R.E., vision rose from | 
4/200 to 20/30 Blocking 
of atropine sensitivity. 


Tuberculous (?) sclerokerati- 
tis, atropine sensitivity. 


ACTH Clearing of all ocular in- 
flammation. Blocking of 


atropine sensitivity 


Tuberculous choroiditis, sec- | Cortisone 


Clearing of vitreous, sub- 
ondary glaucoma. 


sidence of subretinal ede- 
ma. Control of secondary 
glaucoma. 


Subsidence of subretinal ede- 
ma in 4 days. Vision in 
each eye rose from 20/70 
to 20/30. 


Nongranulomatous cyclitis, | Cortisone 
central serous retinopathy 


(bilateral). 


Tuberculous uveitis, second- | Cortisone 


~ Clearing of the vitreous and 
ary glaucoma. 


increase in vision in 4 
days. Immediate relapse 
after cessation of treat- 
ment. Very slight change 
in eosinophil count. 


Tuberculous uveitis, second- 


Complete clearing of all ex- 
ary glaucoma. 


ternal inflammation. Vi- 
sion rose from fingers to 
20/100. Control of sec- 
ondary glaucoma. 


For the first 3 to 4 days ACTH was given in doses 


of from 80 to 100 mgm. per diem in divided doses 
(one-fourth every 6 hours). The dose was then 
tapered to 80, 60, 40, and finally to 20 mgm. per 
diem. The minimum period of treatment with 
ACTH was 1o days in a patient with sympathetic 
ophthalmia and up to a maximum of 47 and 49 days 
in 2 patients with disciform degeneration and sympa- 
thetic ophthalmia, respectively. The average period 
of treatment with ACTH was 24 days. 

Cortisone was given as follows: 300 mgm. on the 
first day, 200 mgm. on the second day, and then 100 
mgm. per diem for a period of 7 to 14 days. 

In hospital patients 1 drop of undiluted cortisone 
suspension, 1 c.c./25 mgm., was instilled in the eye 
every hour during the day and every 2 hours during 
the night. In ambulant patients it was instilled 
every hour throughout the day and irregularly dur- 
ing the night. 

Under the same treatment the following condi- 
tions were not unimproved: syphilitic interstitial 
keratitis, juvenile Coats’s disease, Cogan’s syndrome 
(nonsyphilitic keratitis with audiovestibular involve- 
ment), and 2 cases of retrolental fibroplasia. 

It was found that systemic administration of 
ACTH and cortisone profoundly affect the control of 
ocular inflammation and exudation in the ocular 
humors, and that the local administration of cor- 
tisone in the conjunctival sac has a beneficial effect 
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on external ocular inflammation after 2 to 4 days of 
intensive treatment. Cortisone given topically has 
no effect on exudation in the vitreous. 

Experimental studies confirm the clinical observa- 
tions. ACTH given systemically and cortisone given 
systemically or topically block the inflammatory and 
exudative phases of the anaphylactic protein reac- 
tion, of the bacterial allergic reaction, and of the 
focal reaction which result from the subcutaneous 
injection of tuberculin. ACTH and cortisone ad- 
ministered systemically depress temporarily the cu- 
taneous reactions incident to drug allergy and bac- 
terial and tuberculin hypersensitivity. Cortisone 
given topically or systemically blocks the inflamma- 
tory reaction produced by glycerin and jequirity. 
ACTH and cortisone block the inflammatory and 
exudative phases of the anaphylactic and allergic 
reactions but they have no effect on the underlying 
hypersensitive state. The exact mode of action of 
ACTH and of cortisone has not yet been determined. 
It appears to act on the mesenchymal tissues. 

JOsHUA ZUCKERMAN, M.D. 


The Problem of Glaucoma. Herman Etwyn. Am.J. 
Ophth., 1950, 33: 1373- 

According to the author primary glaucoma is con- 
sidered to be the result of an inherited inherent de- 
fect in the central mechanism which integrates and 
regulates the individual factors which maintain the 
tension within the eye at a normal value. 

In some persons at about middle age, this central 
regulation becomes unstable so that impulses from 
the center reach the effector organ in an irregular 
manner—in normal numbers at times and in fewer 
numbers at other times. For this reason, the 
chemical mediator, acetylcholine, is produced irregu- 
larly at the nerve endings in the effector organ so 
that the intraocular pressure accordingly is normal 
at times and high at other times. 

Normally, intraocular pressure is maintained by 
the constant volume of aqueous in the eye and of 
blood in the choroidal vessels, which in turn are 
maintained by the activity of the units of the 
effector organ in the eye. If insufficient impulses 
reach the effector organ, the constant volume of 
either the aqueous or the blood or of both is in- 
creased. Maintenance of the normal intraocular 
pressure is under the control of the parasympathetic 
(not the sympathetic) nervous system. 

The effector organ consists of the ciliary body, the 
angle of the anterior chamber (with its venous sys- 
tem), and the choroidal vessels. 

In the early stages, primary glaucoma is due to the 
irregular and insufficient production of acetylcholine. 
Later, organic changes are produced in the angle of 
the chamber as a result of the increased pressure. 

So long as primary glaucoma is strictly functional, 
it responds to substitution therapy, the replacement 
of acetylcholine by drugs which have the muscarinic 
action of acetylcholine and the use of drugs which 
inhibit cholinesterase, in this way preventing the 
destruction of acetylcholine. 
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After organic changes have occurred surgical in- 
tervention is required. 

There are no sympathetic nerve fibers in the 
choroid and probably very few in the ciliary body. 
The retinal vessels are controlled by the sympathetic 
system and do not participate in the maintenance of 
the intraocular pressure. 

The author summarizes his opinion in the follow- 
ing manner: primary glaucoma is a disease which is 
functional at first without any organic changes in the 
angle, the trabeculae, or in the vessels. It results 
from deficiency of the normal parasympathetic con- 
trol of the intraocular pressure and deficiency in the 
production of acetylcholine. Insidious deficiencies 
cause chronic simple glaucoma; sudden deficiencies 
produce sudden acute rises in tension with resultant 
interference with the blood flow in the vessels of the 
uvea (acute congestive glaucoma). 

JosHUA ZUCKERMAN, M.D. 


Glaucoma. A Statistical Review of 816 Patients 
with 1,112 Glaucomatous Eyes. ALBERT N. LE- 
MOINE, Jr. Am.J. Ophth., 1950, 33: 1353. 


The author presents a statistical review of 816 
unselected glaucoma patients with 1,112 glaucoma- 
tous eyes who were subjected to various types of 
medical and surgical treatment. The statistics are 
grouped as to the various types, signs, symptoms, 
and treatment of glaucoma, and the plans for han- 
dling glaucoma patients, 

An eye was considered glaucomatous if the tension 
was 40 mm. Hg. (Schigtz) or more, if there was a 
definite glaucomatous field defect, and if both of 
these conditions were present. 

Eighty-five per cent of the patients were over 45 
years of age and 60 per cent of these presented com- 
plaints which were those usually associated with 
presbyopia. 

Two-thirds of the glaucomatous eyes were not 
congested. 

In noncongestive glaucoma perimetric examina- 
tion was most important because a defect was de- 
tectable in nearly go per cent of the cases. Glau- 
comatous cupping was found in 60 per cent, a shal- 
low anterior chamber in 50 per cent, and gross cor- 
neal edema in 40 per cent. 

For congestive glaucoma the incidence was 70 in 
women. The most important diagnostic finding in 
addition to congestion was corneal edema (present 
in nearly 100 per cent of the eyes). The anterior 
chamber was shallow in 85 per cent. 

The first tension (Schigtz) was 40 mm. Hg. or 
more in 70 per cent of all the glaucomatous eyes. 

In treating glaucoma patients, one of the most 
important factors is the age of the patient and his 
life expectancy. If the patient is less than 50 years 
of age, surgery should be performed; if more than 65 
conservative therapy is advised; if between these 
ages, each case is judged by evaluation of all factors. 

All blind glaucomatous eyes, especially those in 
— the fundus cannot be seen, should be enucle- 
ate 
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Seventy per cent of the patients with aphakic 
glaucoma had some complication during or following 
cataract extraction. The most important complica- 
tion was loss of vitreous. A majority of the eyes 
responded to medical treatment consisting of a com- 
bination of a miotic and adrenalin. Cyclodialysis 
was the most successful surgical procedure. 

Fifty per cent of the patients with glaucoma asso- 
ciated with acute iritis and uveitis were treated 
medically, with good results in 80 per cent. When 
surgery was indicated, a paracentesis or subcon- 
junctival keratome incision into the anterior cham- 
ber controlled the tension in 80 per cent of the eyes. 
For glaucoma secondary to old iritis or uveitis, 
surgery was required in all but one eye. Iridectomy, 
performed in one-half of the eyes treated surgically, 
yielded good results in 76 per cent. 

Seventy-three per cent of the cases of hemorrhagic 
glaucoma were treated by enucleation. Cyclodia- 
thermy was successful in 2 of 6 eyes. 

Twenty per cent of the cases of hypermature lens 
were treated medically with poor results in all eyes. 
Cataract extraction with a broad basal iridectomy 
was performed in 70 per cent of the eyes treated 
surgically, with good results in 67 per cent. i 

lf of the 30 per cent of eyes with capsular 
glaucoma were treated successfully. Sixty per cent 
of the eyes treated surgically were subjected to 
trephination, which yielded a good result in 55 per 
cent of the group. Only 18 per cent of the eyes 
treated surgically were subjected to the iris-inclusion 
operation but the operation was successful in all of 


em. 

All cases of buphthalmos were treated surgically. 
Trephination was successful in 23 per cent of the 
eyes, iridencleisis with anterior sclerectomy was suc- 
cessful in 28 per cent. 

Ninety-four per cent of the eyes with low tension 
were treated medically with good response in 28 per 
cent, fair response in 65 per cent, and poor response 
in 7 per cent. 

Three per cent of the eyes with acute primary 
glaucoma were treated medically with successful re- 
sults in 75 per cent. Seventy per cent were subjected 
to iridectomy, with good results in 79 per cent. 
Iridencleisis with anterior sclerectomy was _ per- 
formed in 10 per cent of the eyes with good results in 
82 per cent. 

Medical treatment was used in 20 per cent of the 
cases of chronic congestive or recurrent primary 
glaucoma with good response in 35 per cent, fair 
response in 18 per cent, and a poor response in 47 
per cent. Of the eyes treated surgically, 36 per cent 
were subjected to trephination, with a good result in 
75 per cent. An iris-inclusion operation was per- 
formed in 30 per cent, with good results in 70 per 
cent; iridectomy was done in 1g per cent of the eyes, 
with good results in 38 per cent. 

Thirty-nine per cent of the cases of chronic simple, 
shallow chamber glaucoma were treated medically 
with a good response in 25 per cent, a fair response in 
35 per cent, and a poor response in 40 per cent. 
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Trephination was performed in approximately 70 
per cent of the eyes which underwent surgical treat- 
ment. A good result was obtained in 72 per cent of 
the trephined eyes. Cyclodialysis was performed on 
4 eyes with 3 good results. 

One-half of the cases of chronic simple, normal or 
deep chamber glaucoma were treated medically; 30 
per cent had a good response. Of the operations, the 
iris-inclusion operation produced the best results— 
83 per cent were successful. Trephination was most 
common. It yielded a good result in 73 per cent of 
the cases. Cyclodialysis performed on 4 eyes with 
moderate elevation in tension gave a good result. 

Following 735 initial surgical procedures for glau- 
coma a late cataract developed in 28 per cent of the 
eyes but the complication was not related to the 
type of surgery. An immediate cataract developed 
in 1.0 per cent of the eyes; expulsive hemorrhage 
occurred during or following surgery in 0.4 per cent, 
sympathetic ophthalmia in 0.4 per cent, immediate 
infection in 0.1 per cent, and late infection in 1.0 per 
cent of the eyes. 

Lemoine states that there is need for greater em- 
phasis on the early diagnosis of glaucoma, that 
glaucoma patients should be examined at least 3 or 
4 times a year to test the tension, the visual acuity, 
and the fields of vision, and that all glaucoma pa- 
tients in a clinic should be seen as a separate group 
and followed-up by an organized social service de- 
partment. JosHuUA ZUCKERMAN, M.D. 
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Precancerous Lesions of the Oral Cavity; Clinical 
and Anatomopathologic Considerations (Le le- 
sioni precancerose del cavo orale; considerazioni 
cliniche ed anatomopatologiche). A. BRANzI and P. 
Pint. Minerva med., Tor., 1950, 2: 174. 


The most important precancerous lesions of the 
oral cavity are: leucoplakia; irritative lesions and 
traumatic ulcerations; papilloma, epulis, and other 
benign tumors; and melanous spots. The first are 
by far the most frequent and therefore deserve 
greater consideration. 

Oral leucoplakia may be defined as a chronic lesion 
of basically hyperkeratotic character, appearing on 
the mucosa in the form of plaques, with smooth, 
granular, or fissured surface, which pass through a 
fleeting erythematous phase and assume more or less 
delimited confines; they are white and pearly in color, 
and of hard, elastic consistency; they are painless, 
with a tendency, in a certain number of cases, to 
epitheliomatous degeneration. Most authors report 
figures ranging between 20 and 45 per cent, giving a 
total average of 36 per cent for the epitheliomatous 
degeneration of leucoplakia; but this average is 
much too high and the authors place it between 10 
and 15 per cent on the basis of their experience with 
several hundreds of cases which they have followed 
up for years. The subjective symptoms consist of 
tenderness or pain, dysphagia, abnormal salivation 
if there is an ulcerous inflammatory complication, 
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sometimes intercurrent attacks of glossitis with 
fixed pain; more rarely, the clinical picture even in 
these phases is subjectively asymptomatic. These 
lesions occur in 3 stages, as follows: 

1. Reversible erythema: vascular dilatation, epi- 
thelial proliferation, and corium infiltration. 

2. Nonfissured, flat, or ichthyoticleucoplakia: with 
added keratosis, hyperkeratosis, parakeratosis, acan- 
thosis, and the presence of eleidinic cells; the epithe- 
lial proliferation is accentuated, sometimes with 
added layers of the malpighian epithelium but with 
clear-cut basal limits without disordered or atypical 


ells. 

3. Leukoplakia, aggravated and complicated by 
fissures and, subsequently, sclerotic dermopapillar 
changes, vacuolization of the malpighian cells, and 
dekeratinization; the tendency to deep proliferation 
of the epithelium is still more accentuated, with 
numerous irregular ramifications, and may result in 
pearl formation. 

Irritative lesions and traumatic ulcerations may 
produce in the tissues regenerative processes that 
are disorderly and prolonged, hyperplastic and de- 
generative, sometimes leading to malignant trans- 
formation. 

Cancerigenic transformation of papillomas and 
other benign tumors corresponds to a penetration in 
depth of the epithelium passing through the inter- 
stices of the connective tissue and presenting atypi- 
cal and autonomous aspects. The malignant trans- 
formation of these tumors is rare. 

Melanotic spots are localized pigmentations of 
varying extent appearing especially in adults; these 
spots are due to the activity of special cells (melano- 
blasts, melanophores, chromatophores, melano- 
cytes). There is no doubt that there are close cor- 
relations between melanous spots and the occurrence 
of melanoma. 

The authors describe several cases of leucoplakia 
with gradually increasing malignant characteristics. 

RicHARD KeEMEL, M.D. 
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Ectopic Thyroid Situated at the Level of the Thyro- 
hyoid. Clinical Observation (Ectopia della ti- 
roide in sede tiro-joidea. Osservazione clinica). E. 
Scavo. Ann. ital. chir., 1950, 27: 252. 


A 31 year old unmarried woman had noted, when 
14 years of age, a small nodule in the infrahyoid 
region. When 26 years of age she observed that 
the lump had begun to enlarge. Finally, there was 
a lowering of the tone of the voice and some dizzi- 
ness. 

At examination a tumor of the size of a small 
apple was found in the region referred to. The 
upper border of the mass surpassed by approxi- 
mately 1 cm. the superior margin of the hyoid bone; 
the lower margin reached to the superior border of 
the thyroid cartilage, partly covering the superior 
incisure of this structure. Laterally the growth 
approached the medial margins of the sternocleido- 
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mastoid muscles. The tumefaction was covered 
by normal skin; was of a dense, firm consistency; 
slightly movable in the lateral direction; but it 
moved easily with deglutition in the vertical direc- 
tion. It was not tender or painful. 

At operation the lump was found to be covered 
by atrophic subhyoid musculature which was re- 
duced to thin bands. The mass was unique and 
irregularly hemispherical, but it presented a longi- 
tudinal sulcus which divided it into 2 lobes. Dur- 
ing the isolation of this structure it was found to 
have a vascular peduncle leading laterally from the 
2 upper lateral poles. These were ligated and cut. 
It was then discovered that there were also 2 vas- 
cular peduncles leading from the inferior lateral 
poles (thyroid arteries?). This finding induced an 
exploration of the thyroid regions of the neck. No 
trace of a thyroid gland could be found. For this 
reason only about three fourths of the lump was 
removed, the upper portion being left in situ. 

Recovery from the operation was uneventful; 
however, a month later the patient was exhibiting 
nervous disturbances, that is, meager emotional re- 
sponse, mental torpor, somnolence, and diminution 
of muscular tone and vivacity of movement. The 
skin of the head and face appeared tumefied and 
gave a pseudomyxomatous sensation on palpation. 
The patient’s body temperature was below normal 
and she complained of sensations of coldness in the 
extremities. The basal metabolism was —25. These 
findings indicated a deficient functional value of 
the conserved portion of the mass. 

Histologic examination disclosed a tissue con- 


sisting of closely packed follicular glands which 
were small in size, undilated, and, together with the 
meager stroma, presented an edematous appear- 


ance. In these follicles was a small amount of 
granular content identified as colloid. At the pe- 
riphery of the mass were poorly differentiated utricu- 
lar structures with zones of calcification and a few 
giant cells. There were also solid masses of epi- 
thelial cells and a few cystically dilated follicular 
structures containing colloid. The histologic diag- 
nosis was struma adenomatosum hemorrhagicum 
in a nodule located in the midline of the neck. 

The author believes that the size of the gland 
discussed, the 4 vascular peduncles, the absence of 
thyroid tissue at the normal location, and the post- 
operative signs of thyroid deficiency prove that 
the structure was a true ectopic, and not an aber- 
rant, thyroid, that the anomaly was due to a fetal 
failure of descent of the thyreoglossal duct, and 
that the findings, as a whole, support the theory 
which derives the thyroid gland solely from the 
unpaired central embryologic anlage of the thyreo- 
glossal duct. 

If during the operation a tumefaction is located 
at the same general place as that in the author’s 
case, it is, of course, incumbent upon the surgeon 
to determine if the thyroid gland is present in its 
normal location before he excises the mass totally. 

Joun W. BRENNAN, M.D. 
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A Case of Sporadic Congenital Goiter. A. L. D’ABREu 
and B.S. B. Woop. Arch. Dis. Childh., Lond., 1950, 
a5: 245. 

Gross enlargement of the thyroid gland at birth 
has become relatively uncommon since the general 
use of iodine prophylactically. A case is reported of 
sporadic congenital goiter without any evidence of 
thyroid dysfunction in the mother or her family. 
Goiter with neck extension, stridor which largely 
disappears during sleep, low hoarse cry, and the 
accentuation of all these symptoms by feeding are 
prominent clinical features. Medical treatment with 
iodine and thyroid extract definitely reduces the size 
of the neck swelling. In some cases, as in the case 
reported, thyroidectomy must be performed because 
of the failure of the medical regimen to adequately 
control the symptoms. F. J. LEsEMANN, Jr., M.D. 


A Contribution to the Study of the Vascular Sup- 
ply to the Parathyroids (Contributo allo studio 
della vascolarizzazione delle paratiroidi). CarLo 
Mauro. Gior. ital. chir., 1950, 6: 384. 

Seventy-five parathyroid glands were studied dur- 
ing the dissection of 24 cadavers with regard to their 
arterial blood supply. Thirty-one of these glands 
were superior parathyroids and 44 were inferior 
parathyroids. 

All of the superior parathyroid glands were dis- 
posed in a plane posterior to that of the thyroid 
vessels. Four of these 31 organs were located high 
up at the upper border of the thyroid gland and their 
blood supply originated from the superior thyroid 
artery. In 3 cases the blood supply was from the 
posterior ramus and in 1 case it was from the exter- 
nal ramus; in no case did the blood supply come from 
the principal trunk. In 8 others it came from the 
posterior longitudinal anastomotic ramus connect- 
ing the superior and inferior thyroid arteries. The 
remaining arterial supply branches took origin from 
the terminal rami of the inferior thyroid artery. Four 
of these arose from the ascending branch of the in- 
ferior thyroid artery, 3 from the medial thyroid 
artery, 9 from the esophageal rami, and 3 from the 
superior ramus of the inferior thyroid artery which 
had undergone early bifurcation. 

All of the inferior parathyroid glands were placed 
anteriorly to the plane of the inferior thyroid artery. 
Twelve were pretracheal, connected with the inferior 
thyroid artery. They were in close relationship with 
the recurrent laryngeal nerve, between it and the 
principal trunk of the inferior thyroid artery exter- 
nally. The others were in relationship with the termi- 
nal rami of this artery. Five were in relationship 
with the longitudinal posterior anastomotic canal, as 
described, 4 with the esophageal rami, 3 with the 
inferior rami of the inferior thyroid artery (which 
had undergone early bifurcation) and 1 gland was in 
relationship with the retroisthmic anastomotic chan- 
nel between the right and left inferior thyroid 
arteries. An accessory parathyroid artery, capable 
of supplementing the principal parathyroid circula- 
tion, was observed in 2 instances. 
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In only 5.2 per cent of the cases did the parathy- 
roid arterial supply originate from the superior 
thyroid arteries. In 9 instances there was a multiple 
arterial supply to the parathyroid glands; neverthe- 
less, the arterial supply to these organs was always 
terminal in character. However, the anastomoses 
connecting up the thyroid glands and connecting the 
glands with the upper portions of the esophagus and 
trachea would permit of stabilizing the circulation 
to the parathyroid glands in the event of the ligation 
of one or more of the thyroid arteries. The distribu- 
tion of these arteries and their anastomotic channels, 
however, would suggest that such ligations would 
offer greater menace to the blood supply to these 
structures as the ligature was placed closer to their 
terminal branches. 

The author suggests two methods whereby the 
ligations of the thyroid arteries and their branches 
would offer the greatest safety for the parathyroid 
glands. The first method would be to place the liga- 
tures on the main trunk of the thyroid artery as far 
as possible from the thyroid gland. The second 
method would be that suggested by Halsted and 
Evans (Amn. Surg., 1907, 46: 489), which consisted 
of opening the thyroid capsule and ligating individ- 
ually the terminal branches of the thyroid artery. 
This method would be especially advantageous in 
cases of thyroid cancer when the new growth had not 
yet penetrated the capsule but required an especially 
extensive removal of the thyroid gland, because the 
posterior border of this region harbors a particular 
danger to the blood supply of the parathyroids. 

Joun W. BRENNAN, M.D. 


Hyperparathyroidism. HEINBECKER. 
Surg. Clin. N. America, 1950, 30: 1315. 

The author presents 2 cases of primary hyper- 
parathyroidism resulting from adenoma of the para- 
thyroid gland. Both clinical and laboratory findings 
are given in these reports. 

The disease is divided into three clinical types: 
(1) the classical form with the typical skeletal 
changes of osteitis fibrosa cystica predominating, 
(2) the osteoporotic form with generalized skeletal 
demineralization, and (3) the metastatic type with 
calcification in the soft tissues, especially in the 
kidneys. 

The symptoms are (1) those due to hypercalcemia, 
(2) those referable to the skeletal system, and 
(3) those related to the transport and excretion of 
calcium and phosphorus. They are discussed briefly. 

Both patients responded well to operative removal 
of the parathyroid adenoma. Of special interest was 
evidence of the neuroendocrine and interendocrine 
relations to the parathyroid glands. In both cases 
there was some depression of basal metabolic rate 
and increase of plasma cholesterol. In one patient, 
biopsy of the thyroid gland showed flattened epi- 
thelium with the accumulation of inspissated colloid. 
Postoperatively, these changes were corrected. In 
these patients, the effect of the hyperfunctioning 
parathyroid adenoma was to depress the hypo- 
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physeal basophilic cells, as evidenced by the depres- 
sion of thyroid function. The effect of removal of the 
adenoma was to allow the activity of the hypophy- 
seal basophilic cells to increase and to stimulate the 
thyroid gland. Similar interendocrine changes have 
been demonstrated experimentally. 

Donatp C. Geist, M.D. 


Contribution to the Study of the Pathology of the 
Supraclavicular Fossa (Contributo allo studio 
della patologia della fossa sopraclavicolare). CARLO 
Morone. Riforma med., 1950, 64: 828. 


A 40 year old mechanic had 6 years previously, 
while in military service, suffered an attack of vomit- 
ing and loss of consciousness and was for a time 
paralyzed in the entire left half of the body; how- 
ever, he quickly recovered from all these symptoms 
and 3 months later was back at his usual avocations. 

Some months before the present attack the patient 
suffered a contusion of the right arm, apparently 
without sequelae. A month later he fell violently on 
his buttocks and that same day there appeared sud- 
den pain in the right hand which became pale and 
cold. Such attacks in the right hand have continued 
intermittently since that time with special acuity 
when the hands were washed in cold water or when 
the right arm was subjected to severe continued 
stress. 

The right radial artery was not clearly palpable at 
the wrist and the oscillometric readings indicated a 
diminished blood supply to the right arm becoming 
more pronounced distally. 

Roentgenology disclosed a typical apophyseome- 
galia of the seventh cervical vertebra on both sides 
and, as a fact, these abnormally developed bony 
masses could be easily palpated in the neck. The 
Annersten index, calculated from the comparative 
lengths of the transverse processes of the seventh 
cervical, and of the first dorsal, vertebrae, was 114. 

The patient experienced some relief from novocain 
infiltration of the perihumeral sympathetics and stel- 
late ganglion; however, some 2 months later the 
trouble returned in aggravated form. At this time 
there was noted some ptosis and enophthalmos of the 
right eye, the pupillary reaction remaining normal. 
The right hand showed signs of atrophic changes 
with spindle-shaped fingers and marked pallor. The 
forearm was atrophic, but the rest of the arm ap- 
peared to be normal. 

Arteriography at this time, with ioduron, (70%), ° 
disclosed an abrupt ending of the ulnar artery at a 
point 2 cm. beyond the bifurcation at the elbow; the 
radial artery, after a brief course, also terminated 
abruptly but from this point continued as a fine line 
of shadow (recanalization of thrombus). Following 
the arteriographic examination the condition became 
progressively worse; oscillometry showed a throm- 
botic process advancing up the humeral artery to the 
axilla. Excision of the stellate ganglion and section 
of the fibers of the anterior scalene muscle failed to 
oe relief, and the arm was amputated in its upper 
third. 
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Following the operation there was a brief rather 
mild episode of pains in the left arm which were 
ascribed to the inevitable stress incident to the 
operation. Otherwise the patient has not had any 
further trouble. 

The histologic preparations confirmed the recent 
thrombosis of the humeral artery and the old throm- 
botic process, in advanced state of organization, of 
the arteries of the forearm. In this old, more or less 
healed process there was no evidence, other than a 
certain amount of thickening of the media, of altera- 
tion of the vascular walls. The intima, in particu- 
lar, did not show any evidence of proliferative 
changes. 

The author ascribes the changes observed in this 
case to the irritation, at a distance, acting on the 
sympathetic nervous system, especially on the sym- 
pathetic component of this system, and arising from 
the trauma produced by the abnormal bone growth 
in the supraclavicular fossa. 

The case is reported merely as a supplementation 
of the material reported by F. P. Tinossi in a recent 
publication (Rass. clin. Sc., 1948, 24:) pertaining to 
the pathology of this region of the neck. 

Joun W. Brennan, M.D. 


Mechanism of Suffocation in Spinobulbar Polio- 
myelitis and Experiences with Operative Treat- 
ment. ARNE SJ6BERG. Arch. of Otolar., Chic., 1950, 
323; 

The author discusses the mechanism of suffoca- 
tion in spinobulbar poliomyelitis and the use of 
tracheotomy in its treatment. 
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The cases are divided into five groups according 
to the mechanism of} the cause of suffocation and 
the indication for tracheotomy. 

1. Peripheral respiratory paresis with secretional 
retention. Frequent bronchoscopic aspiration with 
or without preceding tracheotomy may save the pa- 
tient. 

2. Aspiration of saliva and vomitus in purely bul- 
bar cranial nerve lesions, above all in vagal paralysis. 

3. Bilateral paralysis of the laryngeal abductors 
combined with two-sided paresis of the pharynx. 
Experimental and radiological studies in this type 
are described and illustrated. All of the patients in 
this group recovered. These patients can be decan- 
nulated between the seventh and tenth weeks. 

4. Spinobulbar lesions manifesting themselves in 
a bilateral paresis of the pharynx. The author finds 
the suffocation picture in these patients dominated 
by the angle, or rope dent, symptoms. Normally, 
the angle between the bottom of the mouth and the 
anterior outline of the neck is straight or obtuse. In 
these patients, it becomes extremely sharp. The 
angle sign is well illustrated in the article by both 
sketch and photograph. The patient runs the risk of 
being hanged or strangled by a contracture or tonus 
excess in his nonparalyzed antagonistic muscles 
which draw the hyoid bone backward and upward. 

5. Cases in which operative treatment is applied 
early prophylactically. 

Supportive therapy by postural drainage with 
oxygen or carbogen, proper fluid and food balance, 
and the use of antibiotics are necessary also. 

Donatp C. Geist, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Biophysical Studies of Methods Utilizing Fluores- 
cein and Its Derivatives to Diagnose Brain 
Tumors. G. E. Moore, D. A. Konat, J. F. Marvin, 
J. C. Wanc., and C. M. Caup1Ly. Radiology, 1950, 
55: 344. 

The authors discuss the various clinical applica- 
tions of sodium fluorescein in outlining cerebral 
tumors. Following the preoperative injection of 
fluorescein, fluorescence of the cortex outlines the 
limits of a superficial tumor. Biopsy material ob- 
tained from most deep-seated tumors also shows 
fluorescence. It was found that edematous tissue, 
traumatized tissue, membranes of a hematoma and 
the capsule of an abscess will also fluoresce when 
examined under ultraviolet light. The affinity of 
fluorescein for tumor tissue is not specific but can be 
demonstrated in any lesion of the central nervous 
system which breaks down the so-called blood-brain- 
barrier mechanism. The dye was found to be firmly 
bound to protein, and the methods of its chemical 
extraction and analysis are not reliable at the present 
time. 

The authors report their unsuccessful attempts to 
render brain tumors radiopaque by utilizing heavy 
metals and other substances made radioactive with 
radioactive iodine. 

The method of diagnosing intracranial tumors 
through the skull following the intravenous injection 
of diiodofluorescein is fully described. The easiest 
tumors to localize were the more malignant gliomas, 
while tumors of less than 3 cm. in diameter unac- 
companied by edematous tissue were more often 
missed. Studies on excretion of the dye were also 
made, and show that 85 per cent of the amount in- 
jected is excreted with the feces in 72 hours. In 
patients with complete biliary obstruction, no dye 
was recovered in the feces but practically 100 per 
cent of the injected amount could be recovered from 
the urine in 96 hours. 

The dye disappears rapidly from the blood stream 
in normal individuals so that the average blood 
level is about 4 per cent of the initial level, 24 hours 
after injection. The blood concentration shows a 
slower drop in cases of biliary obstruction. It is 
estimated that normally 85 per cent of the dye is 
excreted with the feces, and 1§ per cent with the 
urine. GrorGE Perret, M.D. 


The Surgical Treatment of Intracranial Angioma- 
tous Malformations. Coss PILcHER, WILLIAM F. 
MEAcHaAM, and Cutty A. Coss. Surgery, 1950, 28: 
342. 

The possibility of radical surgical removal of intra- 
cranial angiomatous malformation has been evolved 
by the authors. Although this was first successfully 
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carried out by Olivecrona in 1932, this field has re- 
ceived scant recognition in this country. 

Eleven patients are presented; 9 of whom were 
operated upon with only 1 death and in this case a 
craniotomy was performed in the face of active 
bleeding following an attempted ventriculogram. 

There are apparently few clinical signs of diagnos- 
tic significance. The two clinical phenomena which 
occurred most often in the cases here presented were 
spontaneous hemorrhage and convulsions. Intra- 
cranial calcification, although present in 3 cases, was 
never diagnostic. 

The surgical attack on intracranial angiomatous 
malformations should be planned carefully in ad- 
vance, but, as Pilcher previously emphasized, the 
surgeon must have the courage to abandon his at- 
tempts to remove the lesion should it prove to be 
obviously beyond the scope of successful extirpa- 
tion. A satisfactory demonstration of the angioma 
by arteriography as a preliminary study is of the 
greatest importance. An adequate surgical exposure 
of the lesion and its tributaries must be obtained by 
utilizing a generous, well-placed osteoplastic flap. 
As the peripheral feeder vessels are followed into the 
cerebral tissue to the central mass, control of bleed- 
ing will be assured by occlusion of the arterial tribu- 
taries as they are encountered. The angioma should 
never be attacked directly, for profuse and almost 
uncontrollable hemorrhage from the intact tribu- 
taries will result. After occlusion of the arterial radi- 
cals, the venous tributaries are then identified and 
occluded, and the lesion is removed. Lobectomy as 
an alternative plan of removal may be used when 
the angioma is located in the frontal or occipital lobe. 

Although surgical extirpation should be seriously 
considered if the lesion is accessible and can be re- 
moved without profound and permanent neurologic 
impairment, it must be remembered that if such le- 
sions are in the central area, it is impossible to re- 
move them without producing impairment. It must 
also be remembered that in the cases presented, con- 
vulsions oftentimes persisted after surgery, although 
in some cases the seizure patterns were less severe. 

Jack Woorr, M.D. 


PERIPHERAL NERVES 


The Treatment of Traumatic Ulnar Neuritis. Mo- 
bilization of the Ulnar Nerve at the Elbow by 
Removal of the Medial Epicondyle and Adja- 
cent Bone. Tuomas Kinc. Austral. N. Zealand J. 
Surg., 1950, 20: 33. 

The authors discuss the possible complications 
arising from anterior transposition of the ulnar 
nerve in cases of traumatic ulnar neuritis and 
cubitus valgus. They recommend resection of the 
intact, often prominent, medial epicondyle. Ex- 
posure of the ulnar nerve is not required. This 
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procedure permits the nerve to roll freely forward 
and at the same time removes the cause of nerve 
irritation. The authors report satisfactory results 
in 22 patients and more rapid recovery of function 
and less postoperative pain than following the 
anterior transposition operation. 

GEoRGE PERRET, M.D. 


MISCELLANEOUS 


Angina Pectoris. A Clinical Study with Special 
Reference to Neurosurgical Treatment. INGA 
LINDGREN. Acta med. scand., 1950, 138: 13. 


This most excellent article is in reality a 203 page 
monograph and, besides being an excellent clinical 
study of surgical therapy in a large controlled 
group, is also an informative survey and history of 
the different surgical measures that have been used 
in the treatment of angina pectoris. 

The surgical cases are divided into two groups: 
80 patients operated upon by Olivecrona and 25 
patients operated upon by Sjoqvist. Since the author 
carefully studied individually the 80 patients op- 
erated upon by Olivecrona, he had a controlled group 
of 88 patients under a medical regime who were 
followed up. In each instant not only was an ac- 
curate history and careful examination carried out, 
including the usual medical armamenterium, but 
also in most cases including hypoxemia and ex- 
ercise tolerance tests. 

The sympathectomy in most cases extended from 
C 8 to T g inclusive, although in some cases it only 
extended through the third thoracic ganglion. In 
the first group of 80 cases, operation was performed 
under general anesthesia, but in the second group 
of 25 cases local anesthesia was used. The operation 
was performed on the side of the pain first. If the 
pain persisted, the opposite side was then operated 
upon. Originally this was done after a period of a 
week or so, but the mortality rate was much greater 
and it was soon deferred for a longer interval of 
about 1 to 2 months. Of the 80 patients in group A, 
43 were operated upon bilaterally, 32 on the left 
side only, and 5 on the right side only. There was a 
mortality rate of 7.5 per cent (6 cases) which was 
not prohibitive, especially as most patients were 
poor risks. This result compares very favorably 
with that of the paravertebral alcohol injection 
method. 

Fifty-one patients received definite relief of pain 
on the side of operation whereas 15 patients had 
either no relief of pain or a recurrence of pain. In 
the patients who had only arm pain there was 
always complete relief of pain. An interesting find- 
ing, however, was that about 35 per cent of the 
patients had a migration of the pain to a new area. 
The migration was always in a cephalad direction, 
that is, either to the neck or face. 
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The results observed after a year revealed that the 
relief of pain persisted. Any further pain was usually 
in connection with cardiac complications. Criticism 
frequently mentioned in previous articles has been 
that the patient would lose his “warning signal”; 
however, this has been greatly exaggerated. Post- 
operatively all of the patients had some residual 
pain, or pain equivalent which was always sufficient 
to act as a “warning signal.” 

Although it is of interest that the control group 
revealed spontaneous relief of the anginal pain in 
27 per cent, it was usually found that many of these 
patients had had myocardial infarcts not recognized 
originally. There were no_ electrocardiographic 
changes which could be definitely correlated with 
the operative effect of the sympathectomy. Al- 
though there were no changes in the blood pressure, 
there was a slowing of the basal pulse rate only in 
those patients who had a bilateral cervicothoracic 
ganglionectomy. 

Complications consisted of myocardial infarction 
in 10 cases, which was fatal in 2. Traumatic neuritis 
was common and occasionally was of considerable 
importance, but in the latter part of the series was 
greatly reduced by improved technique. Horner’s 
syndrome and an absence of sweating was of little 
consequence. 

Taking into effect the complications of migra- 
tional pain, and traumatic neuritis, the final result 
in the operative group was excellent in 52.5 per cent 
of the entire group. Finally, 53 per cent of the 
patients had excellent results after the bilateral 
operation and 41 per cent after the unilateral opera- 
tion; 29 per cent did not obtain satisfactory results 
either because of failure to obtain relief or because 
of migration of the pain to a new location. 

It was considered that the patients should have a 
possible 2 year period of survival. With this in view, 
the results of the investigation have led to the 
following conclusions with regard to the indications 
and contraindications for cervicothoracic ganglion- 
ectomy in angina pectoris: 

The operation should be reserved for patients 
who after an adequate period of observation cannot 
be controlled effectively on a medical regime. In 
such cases severe anginal anxiety should be con- 
sidered an additional indication. Special attention 
should be paid to the possibility of actual myo- 
cardial processes, either slowly developing or slowly 
healing myocardial infarctions. 

The operation is contraindicated in patients (1) 
who have had hypertension previous to a myocardial 
infarction followed by a permanent drop in blood 
pressure, (2) with an electrocardiogram indicating 
both diffuse and localized myocardial damage com- 
bined with cardiac enlargement, and (3) with 
moderate or marked cardiac insufficiency. 

Jacx Wootr, M.D. 
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CHEST WALL AND BREAST 


The “Milk Factor” in Carcinoma of the Human 
Breast. An Analysis of 88 Cases. HERBERT W. 
Horne, Jr. N. England J. M., 1950, 243: 373. 


This is a statistical study of much interest. 
Eighty-eight patients with cancer of the breast and 
whose mothers were living at the time of the study 
were compared with 86 patients who had had vaginal 
plastic operations and whose mothers were living 
at the time of the study. The mothers were ques- 
tioned as to whether their daughters had ever 
(even once) been breast-fed and regarding the oc- 
currence of tumors in themselves and their female 
forebears. The two groups had identical (almost) 
average ages, attributed to the fact that only 
patients whose mothers were alive were studied. 

The results indicate that of the 88 patients with 
female breast cancer, 10.2 per cent had never re- 
ceived breast milk. Of the 86 patients who had 
undergone vaginal plastic operations, 8.1 per cent 
had never had breast milk. Only 1 of the mothers 
studied had a breast cancer, whereas 3 had cancer 
elsewhere. Of the mothers who underwent vaginal 
plastic operations only 1 had cancer (of the skin). 

The conclusion is reached that a woman may de- 
velop breast cancer without ever having received 
any human breast milk. Bratry H. Ramsay, M.D. 


The Milk Factor in the Transmission of Mammary 
Carcinoma. JEROME BERNER. JN. England J. M., 
1950, 243: 375. 

This article represents a concise summation of 
the experimental work which has been done on 
“the milk factor” with regard to the transmission 
of mammary carcinoma. Those who are interested 
in a quick review of the salient features and the 
bibliography will find it of interest. 

The concluding paragraphs are concerned with 
arguments as to the possibility of totally eradicating 
this cancer by stopping all breast feeding of infants 
for one generation. In this regard the companion 
paper of Horne tends to indicate that a woman may 
develop a mammary cancer without having been 
breast-fed. This in turn raises the questions of 
how closely the mouse experiments may be applied 
to human beings, and whether human breast cancer, 
being a different disease, is not transmitted by a 
“milk factor.” Beatty H. Ramsay, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Experimental Resection of the Trachea. Donatp J. 
FERGUSON, JOHN J. WILD, and Owen H. Wan- 
GENSTEEN. Surgery, 1950, 28: 597. 


The authors present the history of tracheal anas- 
tomosis and the use of tubing to bridge defects in 
the trachea and bronchi. 
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They report experiments performed on dogs. The 
trachea of the dog is about twice as long as that of 
a human being and of similar diameter. Twenty ex- 
cised tracheas were measured and then stretched 
with a pull of 1,000 gm. Fourteen were stretched to 
45 per cent of their length. The position of the head 
and neck determines the amount of stretch of the 
trachea. Tension was measured by using a pair of 
forceps fastened to a rigid bar by a pivot on one 
handle. A cord attached to the other handle passed 
over a pulley at the far end of the bar and was also 
attached to a large rubber balloon in which varying 
amounts of water were placed. The figures given are 
for the trachea as a whole; the tension per centimeter 
would be roughly one-sixth as much. Altogether 92 
operations were performed upon 59 dogs. 

The authors point out that there are certain diffi- 
culties which should be anticipated: strong tension 
on the anastomosis, friability of the tissues, leakage 
of air, stricture formation, and discrepancy in the 
diameter of the two ends to be sutured. The authors 
describe in detail their method of anastomosis which 
consists of incising the ring from one end to the other, 
freeing it up from the underlying mucosa, and leav- 
ing a small cuff of mucosa. Sutures are placed every 
3 mm. around the 2 segments of ring, outside of the 
mucosa. When these sutures are tied, the mucosal 
edges are approximated and the sutures should not 
be visible from the lumen. Measurements were 
made of the amount of intraluminal air pressure 
which the anastomosis would stand before leaking. 
Most of the anastomoses withstood 300 mm. Hg. 

Resection and anastomosis were carried out 58 
times. When freed up and stretched, the trachea 
carried its blood supply from above and below, and 
in = anastomoses there was free bleeding in both 
ends. 

Twenty-day chromic catgut was used for 18 anas- 
tomoses and gave excellent results in all but 2, in 
which there was undue stretching of the scar. Anas- 
tomoses made with interrupted No. oooo silk did not ~ 
show any stretching of the scar. However, the su- 
tures worked their way into the lumen and caused 
granulomas. Signs of obstruction as a result of ste- 
nosis were not seen in any animal in this series until 
the diameter of the lumen was reduced to one-fourth 
or less of normal. Severe stenosis occurred in nearly 
all attempts at reconstruction by means of grafts but 
was uncommon with end-to-end anastomosis. It was 
proved that the tracheal mucosa did not bridge 
small gaps. 

The authors point out that there was permanent 
elongation of the trachea due to stretching of the 
annular ligaments in dogs who had undergone second 
and third resections. The greatest total amount re- 
moved in three stages was 10.3 c.c., or 46 per cent. 

The authors describe an instrument over which 
tracheobronchial anastomosis can be made and which 
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can be removed after the anastomosis is complete. 
By this method, a lung, together with the carina and 
a portion of the lower trachea, can be removed. This 
operation was performed on 8 dogs, 2 of which died. 
Tracheal homografts and autografts were not suc- 
cessful. 

The authors believe that any tumor involving 
from % to % of the trachea, or less, could be safely 
treated by total excision and anastomosis. They 
think that tracheobronchial anastomosis would per- 
mit resection of bronchogenic carcinoma which has 
involved the trachea or carina. The problem of 
tracheal reconstruction is much more difficult than 
that of anastomosis. Rosert E. Fiorer, M.D. 


The Surgical Treatment of Intractable Asthma. 
BriAN BLADES, Epwarp J. BEATTIE, JR., and 
Witt S. Extras. J. Thorac. Surg., 1950, 20: 584. 


Of 300 patients complaining of asthma, 38 were 
operated upon at the George Washington Univer- 
sity Hospital. Those selected for surgery were 
completely incapacitated and all known conserva- 
tive treatment had failed. 

The recorded literature of autonomic surgery is 
reviewed commencing with the report of Kuemmell 
in 1923. 

There are considerable variations in the patterns 
of the vagus nerve distribution to the lungs. Ob- 
servations during 44 operations and dissections on 
12 fresh cadavers revealed that the nerve supply to 
the left lung is considerably greater than that to 
the right. On the left side one can usually find two 
relatively large trunks of the nerve which go in 
and about the sheath of the pulmonary artery, and 
two large branches to the left bronchus. In addi- 
tion, on the left there are from four to eight major 
filaments distributed between the artery and the 
bronchus. No large branches can be seen going to 
the sheath of the veins. The nerve supply to the 
artery is less than that to the bronchus but it is 
abundant. 

On the right side there are usually only two or 
three main branches and from two to four finer 
filaments. On the right side it appears that the 
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greater portion of the nerve trunks go to the main 
bronchus, with a meager supply to the artery as 
compared to the left side. 

The operation performed is based on the same 
general approach employed by Phillips and Scott 
and later by Rienhoff and Gay. After the pleural 
cavity has been opened the following steps are 
taken: (1) identification of the vagus nerve at the 
level of the pulmonary plexus; (2) the vagus is freed 
and retracted gently, but not cut; (3) the pulmonary 
plexus about the bronchus is destroyed; (4) all 
branches of the vagus to the pulmonary hilum and 
lung are divided below the level of the recurrent 
laryngeal nerve; (5) the esophageal branches and 
the main trunk of the vagus are saved; (6) the 
sheaths of the pulmonary artery and veins are re- 
moved as much as possible, and (7) the pulmonary 
ligament is divided. 

The first case was that of a 29 year old white 
woman, who had had severe asthma for 15 years. 
During the past 4 years she had spent most of her 
time in the hospital. After breaking an attack of 
status asthmaticus a denervation was done on the 
left side. There has been complete relief for 34 
months. Because of this, other patients were oper- 
ated upon also. In each the left side was operated 
upon first because of the relative abundance of the 
_ supply. The results are shown in Figures 1 
and 2. 

Several comments were given: (1) more than 50 
per cent of the patients were “adrenalin fast;” (2) 
attempts to find an objective test preoperatively, 
to determine which patients would benefit from the 
operation, were unsuccessful; (3) emphysema (diag- 
nosable by means of x-rays) and cor pulmonale 
were present in more than 50 per cent of the pa- 
tients; (4) the relief of symptoms after the operation 
bore no relationship to the presence or absence of 
emphysema; and (5) attempts to obtain pulmo- 
nary artery pressures before and after operation 
should be made since in normal dogs the operation 
produces a significant fall in these pressures. 

No conclusions are reached except that the dra- 
matically beneficial results, on the one hand, and 
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the failures, on the other hand, present a bewilder- 
ing outcome following this empirical procedure. 

In the discussion it was brought out that prompt 
relief had been given to severe asthmatics by cor- 
tisone or ACTH. Beatty H. Ramsay, M.D. 


Congenital Lung Cysts (Ueber angeborene Lungen- 
cysten). Hans Joacnim Hoppe and Lotuar DIE- 
THELM. Chirurg, 1950, 21: 517. 

The authors describe 2 cases of solitary cysts in the 
lungs of 2 boys, 8 and 9g years old, respectively, de- 
tected at a mass x-ray examination in school. Both 
boys were without complaints. The physical exam- 
ination gave local symptoms, the blood examination 
was normal, the Wassermann test was negative, and 
the echinococcus complement-fixation test was nega- 
tive. The roentgenogram showed a solitary round 
shadow. 

Operation revealed in both cases a solitary cyst in 
the lung with an extension to the hilus. One of the 
boys had a supplementary lobe. The pathological 
examination revealed bronchial cysts. The inner 
wall of the tumor showed a cubic or cylindric epi- 
thelium with cilia in portions. In the loose con- 
nective tissue were many blood vessels, nerves, 
muscles, and elastic fibers, and at some places carti- 
lage and mucous glands. 

The authors give the following embryologic ex- 
planation. The duct of Cuvier can cause strangula- 
tion of a developing bronchus. If this occurs at a 
very early stage of lung development, it can give 
rise to a solitary lung cyst, as in the described cases. 
The supplementary lobe of one of the boys also in- 
dicates an early disturbance. 

In case of a later obstruction, the middle bronchi 
are already developing, and more and smaller cysts 
originate to form multiple lung cysts. 

If the obstruction occurs in the last period of lung 
development, it gives rise to a great number of small 
cysts or congenital bronchiectasis. 

The large lung cysts are often infected. Authors 
warn against puncture for diagnostic purpose if 
signs of infection are evident. 

The suggested therapy is extirpation of the lobe, 
if necessary, of the whole lung; exceptionally, if no 
signs of infection are present, extirpation of a soli- 
tary cyst is recommended. As infection occurs in 
more than 50 per cent of all the cases, operation is 
to be done as early as possible. 

GERTRUDE J. VAN Eck, M.D. 


Smoking, and Carcinoma of the Lung. RIcHARD 
Dott and A. Braprorp Hitt. Brit. M.J., 1950, 2: 


The authors present the results of their studies on 
patients admitted to 20 London hospitals with a 
diagnosis of carcinoma of the lung, stomach, or large 
bowel. An interviewer was sent to the hospital at 
the time of admission, to obtain the required data. 
The diagnosis was also checked on discharge. One 
thousand seven hundred thirty-two patients are in- 
cluded in this study. Seven hundred forty-three pa- 
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tients on general medical and surgical services were 
interviewed as controls. The study was done in 
great detail and such factors as sex, age, duration of 
smoking habit, severity of smoking habit, inhaling, 
etc., were covered. 

There was found no association between smoking 
and respiratory diseases other than carcinoma, or 
between smoking and cancer of other sites. There 
seems to be'a specific association between carcinoma 
of the lung and smoking; however, this does not 
necessarily mean that smoking causes carcinoma of 
the lung or that carcinoma of the lung results in ex- 
cessive smoking. The habit was invariably formed 
before the onset of the disease, and it is difficult to 
envisage any common cause likely to lead to both 
factors. Therefore, the author concludes that smok- 
ing is an important factor in the production of car- 
cinoma of the lung. The effect varies with the amount 
smoked. In this series it made no difference whether 
the patient inhaled or did not inhale. No evidence 
was obtained as to the nature of the carcinogen. The 
only carcinogenic substance which has been found in 
tobacco smoke is arsenic, but evidence that arsenic 
can produce carcinoma of the lung is suggestive rather 
than conclusive. It is felt that the carcinogen may 
be introduced during the cultivation or preparation 
of tobacco. 

Three-tenths per cent of the men with bronchio- 
genic carcinoma interviewed, and 31.7 per cent of the 
women were nonsmokers. Corresponding facts for 
the noncancer control group were: men, 4.2 per cent, 
and women, 53.3 per cent. A high proportion of the 
smokers in the carcinoma group were heavy smokers. 
Cigarette smoking was more closely related to car- 
cinoma of the lung than pipe smoking. The increase 
in deaths attributed to cancer of the lung has been 
much greater than the increase of tobacco consump- 
tion. While this might well be due to improved diag- 
nosis, it also may be related to the recent changes in 
the method of cultivation and preparation of to- 
bacco for consumption. Rosert E. Fiorer, M.D. 


Multiple Cancers: Primary in the Lung and Other 
Sites. Witt1am G. CaHAN, Frank S. BUTLER, 
Wittiam L. Watson, and Joun L. Poot. J. Thorac. 
Surg., 1950, 20: 335. 

The phenomenon of multiple primary cancers in 
the same individual has been frequently reported. 
Warren and Gates found an incidence of 6.8 multi- 
ple cancers in 2,829 autopsies on patients with can- 
cer and concluded that a patient with cancer was 
eleven times more likely to develop a second cancer 
than a patient without cancer was to develop an 
initial lesion. 

Among a series of 1,493 cases of cancer of the 
lung, observed over a period of 24 years, the au- 
thors have found 25 instances in which the lung 
tumor was one of two or more separate primary 
malignant growths, an incidence of 1.6 per cent. A 
triple primary cancer of the breast, sigmoid, and 
lung is included. In 7 cases, entirely different histo- 
logic characteristics afforded positive evidence for 
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multiple primary cancers. Less rigid criteria were 
met in 13 cases in which reliance was placed on the 
clavicopathologic picture and the unlikelihood that 
the second malignancy represented a metastasis 
from the initial cancer. A third group of 5 cases of 
pulmonary carcinoma associated with basal cell 
carcinoma of the skin is included. Of the 25 malig- 
nant growths associated with lung cancer, 11 were 
in the oral cavity or larynx. In no case did the pul- 
monary cancer significantly antedate the appear- 
ance of the second growth. 

Of the 25 cases, 11 were explored with the per- 
formance of 7 pneumonectomies and 2 lobectomies. 
Four of the patients subjected to resection died 
within 12 months after pneumonectomy. One pa- 
tient has evidence of contralateral metastasis and 
4 patients are living without evidence of disease up 
to 20 months after the operation. One patient is 
living 8 years after radical mastectomy, 6 months 
after sigmoidectomy, and 4 months after right upper 
and middle lobe lobectomy. 

In discussing the diagnosis, the authors empha- 
size the value of periodic chest films in the post- 
operative follow-up of patients with cancer and 
point out that 85 per cent of all lung cancers can be 
diagnosed by cytologic studies, but they recognize 
the fact that biopsy at the time of thoracotomy is 
sometimes necessary. They conclude that the ap- 
pearance of two, three, or more primary cancers 
of different organ systems does not contraindicate 
radical therapy for each. Measures to establish the 
nature of the new growth and radical eradication 
offer promise. Tuomas Lane Stokes, M.D. 


Bronchial Carcinoma, Statistics, Erroneous Diag- 
noses, and Differential Diagnosis (Das Bron- 
chialcarcinom, Statistik, Fehldiagnosen und Dif- 
ferentialdiagnose). WotrcaANnc HEetmut BECKER. 
Chirurg, 1950, 21: 453. 

The author reviewed the 148 cases of bronchial 
carcinoma, including 11 of primary pulmonary car- 
cinoma, which came to autopsy at the Giessen 
Pathologic Institute during the 20 year period from 
1928 to 1948. The percentage of cases per year did 
not increase from 1928 to 1944, but there was a rela- 
tive and absolute increase from 1945 to 1948. The 
average age of the patients was 50.6 years, and men 
were involved four times more often than women. 

In 71 cases (49.2 per cent) the carcinoma went 
unrecognized during life and the patient was treated 
for a long time under one of 28 different diagnoses. 
In 17 other cases (11.3 per cent) there was suspicion 
of a pulmonary tumor, but the diagnosis could not 
be established by the clinical examination methods 
in use. The reason for the frequent nonrecognition 
of these carcinomas is undoubtedly the fact that the 
patient and physician do not take seriously enough 
the slight initial symptoms of this insidious disease, 
and that the physician does not often enough think 
of the possibility of the presence of bronchial cancer. 
Nearly all possible diagnoses were made: this is due 
to the uncommonly numerous possibilities of metas- 
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tasis of bronchial cancer, but especially to the fact 
that a small primary tumor can metastasize abun- 
dantly and the symptoms of the involved organs 
then preponderate. In 51.7 per cent of the erroneous 
diagnoses, the metastasis was regarded as the pri- 
mary tumor and the eventually demonstrated pul- 
monary process as the metastasis. 

Erroneous diagnoses through nonrecognition of 
the pulmonary process were made in 34 cases (48.3 
per cent). They included pneumonia in 8, pleural 
thickening, effusion and empyema in 6, pulmonary 
tuberculosis in 5, mediastinal tumor in 4, cardiac in- 
sufficiency in 4, pulmonary abscess in 3, and bron- 
chiectasis, asthma, silicosis, and grippe in 1 case each. 

Because of the present day frequent occurrence of 
bronchial carcinoma, the possibility of the disease 
must always be kept in mind when the patient has 
a dry cough, eventually with some bloody or glassy 
sputum. Neuralgic radiating pains occur mostly in 
the later stages of the disease; the first symptoms in 
some cases are gastrointestinal disturbances with 
loss of appetite. If secondary infection has already 
occurred, there is fever. These noncharacteristic 
symptoms should lead to roentgen examination. If 
the slightest suspicion of bronchial carcinoma arises, 
the patient must be hospitalized to establish the 
diagnosis by the use of appropriate methods of exam- 
ination, such as bronchography, bronchoscopy, biop- 
sy, histologic study of the bronchial secretion, and 
even thoracotomy. RicHarp M.D. 


The Surgical Management of Carcinoma of the 
Lung. A Study of the Cases Treated at the 
Massachusetts General Hospital from 1930 to 
1950. Epwarp D. CuurcHILL, RicHARD H. SWEET, 
LaMAR SoutTter, and J. GorpON SCANNELL. J. 
Thorac. Surg., 1950, 20: 349. 


Between 1930 and 1950, 1,130 patients with the 
clinical diagnosis of carcinoma of the lung were 
studied at the Massachusetts General Hospital, 
Boston. In 681 patients the diagnosis of cancer was 
definitely proved and 294 patients were subjected to 
a thoracotomy, with pulmonary resection in 25.1 
per cent of the proved cases. One hundred thirty- 
seven patients survived resection and left the hos- 
pital alive. In 114 patients pneumonectomy was 
done and 57 patients had a lobectomy. Lobectomy 
with removal of all gross evidence of the disease has 
been sanctioned under these conditions: (1) when 
there is evidence of decreased pulmonary or cardiac 
reserve, (2) when there is uncertainty of diagnosis 
and the questionable lesion can be totally excised 
by lobectomy, (3) when the lesion is small, per- 
ipheral, and without evidence of lymph node exten- 
sion, and (4) when the cancer has extended beyond 
surgical bounds but when the bulk of the tumor can 
be removed by lobectomy with the hope of relieving 
symptoms. 

Among the 114 patients who underwent pneu- 
monectomy, there was an operative mortality of 
22.8 per cent, but among the 57 patients who under- 
went lobectomy the mortality was 14 per cent. The 
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marked surgical progress of recent years is illus- 
trated by the fact that among 87 pneumonectomies 
in the years 1933 through 1947 there was an opera- 
tive mortality of 28.7 per cent, but in 1948 and 1949 
only 1 death followed 27 pneumonectomies, an 
operative mortality of 3.7 per cent. A similar re- 
duction in operative mortality is reported for lobec- 
tomies. Between 1930 and 1947, the operative 
mortality was 22.6 per cent for 31 cases, but in 1948 
and 1949 there was only 1 death among 26 patients 
subjected to lobectomy, an operative mortality of 
3.8 per cent. 

The 5 year survival rates for those who left the 
hospital alive after resection for primary pulmonary 
cancer were 20 per cent for the pneumonectomies 
(6 patients alive for 5 or more years) and 25 per cent 
for the lobectomies (4 patients alive for 5 or more 
years). 

The presence of involved lymph nodes in the oper- 
ative specimen markedly influenced the long-term 
survival rates of the patients who left the hospital 
alive. Of 29 patients with negative nodes in the 
specimen, 10, or 34 per cent, survived 5 years, but 
there was no survival at 5 years among the patients 
with positive nodes. | THomas LANE Stokes, M.D. 


A Clinical Study of Respiratory Exchange During 
Prolonged Operations With an Open Thorax. 
Joun H. JRr., FRANK F. ALLBRITTEN, JR., 
JosEepH W. STAYMAN, JR., and JAMES M. Jupp. Ann. 
Surg., 1950, 132: 611. 

A clinical study of the respiratory gas exchange 
was made during the course of 53 operations involv- 
ing an open thoracotomy. The operations comprised 
13 pneumonectomies, 9 lobectomies, and 31 misceila- 
neous procedures. All of the patients were operated 
on in the lateral position. While the pleura was open, 
curare was administered, and the pulmonary venti- 
lation was maintained by mechanical insufflation. 
Samples of arterial blood were drawn preoperatively, 
before opening of the pleura, toward the end of the 
operation, and 2 hours postoperatively. The blood 
was analyzed for oxygen content and capacity, car- 
bon dioxide content, and the pu. From these deter- 
minations, the carbon dioxide tension and, in the 
pneumonectomies, the change in concentration of 
the fixed acids were calculated. 

Satisfactory oxygenation was maintained through- 
out the operative period, whereas the preoperative 
and postoperative levels of oxygenation were both 
somewhat below normal. 

There was a tendency toward the development of 
respiratory acidosis during the course of these opera- 
tions. This tendency was most marked in the pneu- 
monectomies, less in the lobectomies, and least in the 
group of miscellaneous operations. In the group of 
pneumonectomies, in which respiratory acidosis was 
most marked, there was no significant associated 
metabolic acidosis. 

There are no clinical signs or symptoms which can 
be depended upon as evidence of the development of 
respiratory acidosis. The intermittent sampling of 
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arterial blood is troublesome and time-consuming. It 
is to be hoped that some method of continuous, or 
intermittent and rapid, determination of the carbon 
dioxide content of expired air may be developed. 
Such a method will enable the surgeon and anesthe- 
tist to recognize the development of respiratory aci- 
dosis, and to take steps to correct this serious and 
often unrecognized condition. 
SAMUEL Kaun, M.D. 


A Study of Pulmonary Hemodynamics During Pul- 
monary Resection. Harvey J. MENDELSOHN, 
Henry A. ZIMMERMAN, and ARTHUR ADELMAN. J. 
Thorac. Surg., 1950, 20: 366. 


Interesting observations of hemodynamics are re- 
ported by Mendelsohn and his associates who studied 
11 patients by pulmonary artery catheterization 
during pneumonectomy or other intrathoracic pro- 
cedures. 

When the pulmonary artery was ligated at pneu- 
monectomy, the systemic blood pressure, pulse rate, 
and respiratory rate and rhythm usually did not 
change significantly. During the induction of anes- 
thesia the systolic and diastolic pulmonary artery 
pressures rose on an average of 56 per cent and 70 
per cent, respectively. At the time of ligation of 
the pulmonary artery, the systolic pressure of the 
opposite pulmonary artery rose on an average of 
40 per cent, but the diastolic pressure was increased 
on an average of only 5 per cent. 

In 7 patients subjected to pneumonectomy, the 
pressure returned to normal or nearly normal by 
the end of the operative procedure, but 1 patient 
subjected to a left upper lobectomy had a persistent 
pressure elevation and died 8 weeks after operation. 

Catheterization of the pulmonary artery is sug- 
gested as an adjunct for the evaluation of poor risk 
patients prior to pulmonary resection. 

Tuomas:LANE STOKES, M.D. 


The Use of Streptokinase-Streptodornase in the 
Treatment of Hemothorax. Sot SHERRY, WIL- 
L1AM S. TILLETT, and C. THomas Reap. J. Thorac. 
Surg., 1950, 20: 393. 

This is a detailed report concerning the results of 
intrathoracic injection of partially purified strepto- 
coccal concentrates containing streptokinase and 
streptodornase. All such patients injected had mas- 
sive hemothorax. 

Previous publications are referred to. Briefly, 
streptokinase is effective against fibrinous exudate 
whereas streptodornase is required for the desoxy- 
ribose nucleoprotein of a purulent exudate. The cases 
used in this study required only streptokinase but 
the method of manufacture, from streptococcal con- 
centrates, results in the addition of small amounts of 
streptodornase; streptokinase functions by activat- 
ing a serum factor (activatable fibrinolysing system) 
occurring naturally in human blood in an inactive 
form; the active fibrinolysing system formed is labile 
and its action both in vitro and in vivo is self-ter- 
minating. 
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It follows then that this enzyme can function only 
in the presence of an activatable fibrinolysing sys- 
tem. This is present in sanguineous exudates of 
patients in amount equal to that normally present in 
the circulating blood. Active fibrinolysing appears 
promptly following the introduction of the strepto- 
coccal product only if and when free streptokinase is 
simultaneously present. When, after an injection, 
free streptokinase is no longer present, the titer of 
the activatable precursor rises to its previous level as 
supplied from the exudation of fresh serum and is 
available for the subsequent development of more 
fibrinolytic activity. 

Practically, the active fibrinolysing system present 
in a sanguineous exudate can be measured and the 
test is described. Routine use of the test is not neces- 
sary except when satisfactory action does not occur. 

Twenty-seven cases of hemothorax treated with 
streptococcal enzymes constitute the report. They 
are divided as follows: 

1. Sterile postpneumonectomy hemothorax—1o0 
cases 

2. Infected postpneumonectomy hemothorax—4 


es 

3. Sterile hemothorax, traumatic, with lung in 
situ—11 cases 

4. Infected hemothorax, traumatic, with lung in 
situ—2 cases 

Streptokinase, when injected, puts into operation 
immediately the process of fibrinolysis, which con- 
tinues in the thorax for approximately 24 hours and 
then becomes self-terminating. The rapidity of 
action depends on the physical form of the coagulum 
and the extent of contact between the enzyme and 
the substrate. The authors inject the solution of 
streptokinase and leave it im situ for from 12 to 24 
hours before tapping the area again. Then all fluid is 
removed by single or multiple aspirations. This per- 
mits immediate roentgenographic examination for 
determination of the effects and of the necessity for 
further injections, and also removes from the chest 
residual irritants and pyrogens associated with the 
concentrates and the breakdown products of enzy- 
matic digestion. 

Optimally, following one injection the complete 
coagulum is liquefied and removed within 24 hours 
by aspiration. Further exudation due to the local 
irritating effect of the treatment usually appears in 
decreasing amounts over the next 24 to 48 hours and 
is removed by aspiration which leaves the space 
clear. Occasionally, complete liquefaction of the 
coagulum is not obtained with a single injection and 
repeated injections, at 48 hour intervals, may be 
necessary. 

Toxic reactions may be pyrogenic or consist of the 
outpouring of serum and leucocytes. The febrile 
response occurs in from 60 to 70 per cent of the 
cases, begins 6 hours after the injection, reaching a 
peak of 3 degrees in 24 hours, and subsides during 
the ensuing 24 to 48 hours. 

The dose used should be between 100 and 500 
units of streptokinase per cubic centimeter of chest 
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fluid. Since this is not readily measured the routine 
dose is 200,000 units per injection. At the present 
time the concentrates contain an inhibitor to the 
enzyme, but this is not significant in dilute solutions. 
Normal serum and sanguineous exudates contain a 
uniform amount of trypsin and antifibrinolysin in- 
hibitor. The two may or may not be identical. 
They have not produced difficulties in therapy. A 
specific antibody to the streptococcal product may 
develop following either acute hemolytic streptococ- 
cal infections or injections of streptokinase. This 
assumes importance only when prolonged treatment 
with streptokinase is necessary and even then it may 
be overcome by doubling or tripling the dosage used. 

If delay in use has been sufficient so that organiza- 
tion has produced fibrotic cellular infiltration of the 
coagulum then the enzyme may prove ineffective. 
Warning is also given that its use too soon after 
operation might reopen thinly thrombosed vessels or 
bronchial stumps. In the presence of bronchopleural 
fistulas difficulties may arise. 

Although additional studies are in progress to 
further outline the usefulness of this agent, the re- 
sults in the 27 patients studied and reported herein 
were almost uniformly excellent. 

Beatty H. Ramsay, M.D. 


The Utilization of Streptokinase-Streptodornase 
in a Patient with Hemopneumothorax and a 
Patient with Postpneumonectomy Sanguine- 
ous Coagulum. C. THomas Reap and F. B. 
Berry. J. Thorac. Surg., 1950, 20: 384. 


Significant bloody accumulations in the thorax 
should be evacuated completely and promptly in 
order to prevent the necessity for future decortica- 
tion and to enhance pulmonary function. Massive 
clotting may occur from 4 to 6 hours after trauma 
and make successful aspirations impossible. Fibro- 
blastic proliferation within a clot may appear within 
5 days with resultant organization which precludes 
further conservative management. 

Only from 15 to 20 per cent of hemothoraces seen 
in war wounds of the thorax progressed to a chronic 
stage requiring operative treatment. The use of 
streptokinase and streptodornase should appreci- 
ably reduce this figure. 

Two illustrative case histories are detailed. 

Tuomas LANE STOKEs, M.D. 


Further Experiences with Dermal Grafts for Healed 
Tuberculous Stenosis of the Bronchi and Tra- 
chea. Paut W. GEeBAvER. J. Thorac. Surg., 1950, 
20: 628. 


This article is a report of additional cases in which 
wire-enforced dermal grafts were used for the cor- 
rection of severe, tuberculous bronchostenosis or 
tracheal stenosis. The exact technique is not de- 
scribed since this was done in a previous article. 
This procedure permits the salvage of tissue free of 
disease. The material used to fill the defects where 
scar tissue has been excised must have some semi- 
rigid support so that the normal caliber may be 
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preserved. The dermal grafts are reinforced with 
wire threaded through them to create this support. 
In the series, practically all of the patients had 
marked symptomatic relief and improvement of 
their respiratory capacity. The first 4 patients are 
well and at home. In each patient upper lobectomy 
and dermal grafting of a stenosed bronchus to the 
remaining lobe or lobes were performed. The author 
reports 6 additional cases. 

In the first case, a large bronchial lumen was 
formed and a good result obtained. However, the 
lumen diminished postoperatively because of some 
scars about the graft. In spite of this finding, the 
patient was able to breathe much more satisfac- 
torily. In the second case there was a continued 
inflammatory reaction at the site of the graft and 
loops of wire protruded at intervals. However, these 
loops were removed eventually through the broncho- 
scope, and the bronchus was healed. At the end of 
14 months, an adequate lumen was present and the 
chest film was clear. 

Gross evidence of activity may be encountered 
at operation. Therefore, the bronchus should be 
opened distal to the stenosis so that if resection is 
necessary, it can be carried out more easily. The 
author points out that it is important that the wire 
be of a fine gauge and that it be carefully placed in 
the dermal skin for best results. Before the possi- 
bility of a bronchial graft is considered, the bronchial 
tissues must be regarded as healed and the lung 
parenchyma distal to the stenosis as worth saving. 
The duration of a stenosis is not always an indication 
of the degree of parenchymal damage. At first the 
possibility was expressed that a dermal patch may 
act as a temporary seal and supply a scaffold for 
normal regeneration and healing, rather than sur- 
vive as a portion of the bronchial wall. However, 
the author presents a case in which a pneumonec- 
tomy was done following a dermal graft. In this 
case the dermal graft seemed to be viable and was 
composed of normal-appearing collagen bundles con- 
taining sweat glands, and in one preparation a 
pilosebaceous apparatus was present. 

The need for dermal grafts in this condition may 
be diminished by modern treatment. However, it 
is also possible that modern management of tuber- 


culosis may bring more patients who would other-. 


wise have succumbed, to a point where this pro- 
cedure may be indicated. 


RosBertT E. FLorer, M.D. 


Conservative Management of Empyema Following 
Total Pneumonectomy. Epwarp M. Kent. J. 
Thorac. Surg., 1950, 20: 374. 


Empyema following pneumonectomy may be 
treated conservatively by the local instillation of 
antibiotics so that obliteration of the infected pleural 
cavity by thoracoplasty is unnecessary. Thirteen 
patients with thoracic empyema and a bronchial 
stump leak have been treated conservatively with 
11 cures. One patient required a thoracoplasty and 
1 still has a thoracostomy tube after a recurrence of 
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empyema following therapy. Two other patients 
had a recurrence of empyema which was cured by a 
second course of therapy. The treatment consisted 
of thoracotomy for surgical drainage which allowed 
the bronchial fistula to close, and the instillation of 
antibiotics into the pleural cavity through the chest 
wall after removal of the drainage tube. Kent used 
200,000 units of penicillin and % gm. of strepto- 
mycin as a single daily dose. Loculation and fibrin 
masses were flushed twice daily from the pleural 
cavity with Dakin’s solution when they were recog- 
nized by fluoroscopy and for thoracoscopy. 

A group of 6 patients with empyema after pneu- 
monectomy but without an evident bronchial leak 
were treated by the same routine with good re- 
sults in all, but 1 patient had two recurrences. 

Several interesting case reports are included 
among the 19 cases of patients treated by the con- 
servative routine outlined. There have been 16 
successful end results and no mortality. 

Tuomas LANE STOKEs, M.D. 


HEART AND PERICARDIUM 


Transfixion of the Heart by an Embedded Ice Pick 
Blade with 8 Months’ Survival. Harry J. 
Lowen, SEyMourR A. FINK, and MILTON HELPERN. 
Circulation, 1950, 2: 426. 

An unusual case is reported of the survival of a 
24 year old negro male for 8 months following an 
ice-pick stab wound in the back in which one end 
of the broken-off blade remained impacted in the 
body of the sixth dorsal vertebra while the other 
end transfixed the left auricle and the anterior leaflet 
of the mitral valve. The patient’s disability was 
caused by the development of sympathetic endo- 
carditis of the injured valve cusp which produced 
multiple embolization of the kidneys, spleen, and 
brain. Death occurred after an unsuccessful attempt 
to remove the weapon surgically. 

The removal of the foreign body was attempted 
in order to prevent embolization because of the 
presence of the foreign body, or the development 
of thrombosis and resulting embolism, to reduce 
the danger of bacterial endocarditis, to prevent 
pericardial effusion, and to reduce the incidence of 
myocardial damage. Since the patient already had 
multiple embolization, surgical removal of the of- 
fending weapon was deemed wise. 

ORVILLE F. Grimes, M.D. 


Valvular Pulmonic Stenosis with Intact Ventricu- 
lar Septum and Patent Foramen Ovale. Report 
of Illustrative Cases and an Analysis of the 
Clinical Syndrone. Mary ALLEN ENGLE and 
HELEN B. Taussic. Circulation, 1950, 2: 481. 


The clinical syndrome presented with pulmonic 
stenosis, intact ventricular septum, and patent fora- 
men ovale is discussed together with 3 illustrative 
cases. The patients were a 24 year old male, 1 of a 
6 year old male, and a 2 year old female. In this 
malformation the difficulty in sending blood through 
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the stenosed pulmonary valve leads to enlargement 
of the right side of the heart and to functional pat- 
ency of the foramen ovale through which a venous- 
arterial shunt occurs. The onset of symptoms and 
their severity depend on the findings at the opening 
in the pulmonary valve, characteristic physical find- 
ings, fluoroscopy, the electrocardiogram, circulation 
time, arterial blood saturation, exercise test, the 
angiocardiogram, and cardiac catherization. Diag- 
nosis is important because these patients develop 
cardiac failure following a Blalock-Taussig opera- 
tion but may be greatly helped by pulmonic val- 
vulotomy. 

The salient features of the clinical syndrome are: 
delayed onset of cyanosis, dyspnea which is usually 
greater in severity and earlier in appearance than 
is the cyanosis, absence of squatting to rest after 
early fatigue, a precordial bulge, an enlarged heart 
with a pulmonic systolic murmur and a weak second 
sound, and an enlarged and pulsating liver. Fluor- 
oscopy shows vigorous pulsations in the enlarged 
right auricle and, unless it is failing, in the large 
right ventricle. The pulmonic conus is prominent, 
and there are large pulmonary arteries with mini- 
mal or absent expansile pulsations. The peripheral 
lung fields are abnormally clear. 

This malformation must be differentiated from 
the tetralogy of Fallot, from Ebstein’s anomaly of 
the tricuspid valve, from cor pulmonale, and from 
the Eisenmenger complex. Patients with this mal- 
formation may be helped by valvulotomy. The 
importance of the diagnosis is discussed. 

Foster Montcomery, M.D. 


Valvulotomy for the Relief of Congenital Valvular 
Pulmonic Stenosis with Intact Ventricular 
Septum. Report of 19 Operations by the Brock 
Method. Atrrep BLALock and RicHarp F. KIer- 
FER, JR. Ann. Surg., 1950, 132: 496. 

The first attempt to treat valvular stenosis by sur- 
gery was made by Doyen in 1913. No further at- 
tempts were made until Russell Brock reported 3 
cases in 1948. 

In congenital stenosis of the pulmonary valve 
there is fusion of the three semilunar cusps to form a 
domelike structure with a central perforation. Dur- 
ing systole this diaphragm projects into the pulmon- 
ary artery and a small but powerful jet of blood is 
forced through the valve. This jet probably is re- 
sponsible for the poststenotic dilatation which is 
usually seen. A comparison between pulmonary 
stenosis with a patent foramen ovale and the tetral- 
ogy of Fallot is made. The author lists the more im- 
portant features of the preoperative findings. 

The operation which is described is that of Brock 
of Guy’s Hospital, London. In fact, he performed 7 
of the operations reported in this article. 

Preoperative care is described. Anesthesia con- 
sisted of cyclopropane for the induction followed by 
ether. An endrotracheal tube was used. The in- 
cision extended from the left margin of the sternum 
to the midaxillary line and the pleural cavity was 
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entered through the third intercostal space. The 
incision is made on the left side because in most of 
the patients the right ventricle is considerably en- 
larged. After opening of the pericardium, a small 
incision is made in the right ventricle through only 
a portion of the muscle. Through this incision a 
small probe is passed to determine the proper direc- 
tion. This is removed and a special valvulotome is 
passed by cutting through the stenotic valve. Later 
the cut valve is dilated with a sound and the myo- 
cardium is closed. After the procedure is com- 
pleted, palpation of the pulmonary arteries reveals a 
lower pitched thrill, evidence of increased pressure, 
and a prominence in the region of the sinuses of Val- 
salva. The entire operating time on children is only 
about 1 hour. 

The author stresses the point that during the pro- 
cedure the heart action may become very poor, 
shortly after the organ is exposed, but one should 
proceed immediately rather than wait for improve- 
ment. There is marked improvement after the val- 
vulotomy and closing of the myocardium. 

The author reports on 19 patients operated upon 
by this method. All but 1 patient had a large harsh 
systolic murmur in the pulmonary area and all but 1 
showed great limits of activity. All but 2 of the 
patients presented a history of cyanosis. 

Postoperatively, the patients were kept in an 
oxygen tent for about 48 hours and digitalis was 
continued for a week or two after operation in those 
who had previously been digitalized. 

There were 2 deaths in the series of 19 cases. The 
first occurred in the first operation in the series in a 
14 year old boy in whom an artificial ductus had 
been created 2% years previously with a diagnosis 
of the tetralogy of Fallot. The second death, the 
eighth patient in the series, was that of a 9 year old 
girl who had a severe degree of stenosis accompan- 
ied by intense cyanosis. Her postoperative course 
was complicated by a left frontal lobe abscess. 
Autopsy in both cases demonstrated successful divi- 
sion of the pulmonary valve. 

The other 17 patients were alive and in good 
condition. There were no serious postoperative 
complications. All patients who were cyanotic pre- 
operatively showed an improvement in color im- 
mediately following surgery. The original loud, 
high-pitched systolic murmur was usually converted 
into a low-pitched rumble which at times was very 
soft and no longer accompanied by a thrill. All the 
patients are still on restricted activity and, as a re- 
sult, exercise tolerance is difficult to assess. Cardiac 
catheterization will be done in the future. 

The authors conclude the article with discussions 
of the problems and questions which these cases 
present. 

There have been no deaths during or following 
the last 11 operations. Valvular pulmonic stenosis 
is a mechanical disorder which can be diagnosed by 
available methods of study and can be treated by 
direct operative attack on the valve. 

Rosert E, Fiorer, M.D. 
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Complications and Preoperative and Postoperative 
Care in Ligation of the Inferior Vena Cava for 
Cardiac Failure (Complications et soins pré- et 
postopératoires dans les ligatures de la veine cave 
inférieure pour insuffisance cardiaque). J. LE Bri- 
GAND. Sem. hép. Paris, 1950, 26: 2335. 


Ligation of the inferior vena cava is successful 
in many cases of cardiac decompensation which 
could not be controlled by medical treatment. By 
diminishing the venous return the quantity of 
blood flowing into the right heart is adapted to 
amounts which the heart is able to evacuate. 

Although the immediate and the late success of 
the operation is spectacular in many cases, the 
postoperative mortality is considerable and the 
danger of complications is high in these decom- 
pensated patients. In this article the author dis- 
cusses the complications observed during and after 
the operation in a series of 55 cases. The compli- 
cations include shock, hemorrhage, anesthesia acci- 
dents, renal insufficiency and anuria, embolisms, 
and acute pulmonary edema. The prevention and 
treatment of these conditions are reviewed briefly. 

Most of the embolisms originate from thrombi in 
the auricle. They occur mainly during acceleration 
of pulse when the blood flow agitates the thrombi 
more vigorously, especially if, after heparin treat- 
ment, the blood has become more liquid. The pulse 
should be watched carefully, and any acceleration 
over the preoperative rate should be treated by 
digitalis in very high doses. Heparin should be 
started only 48 hours after the operation in daily 
doses of 200 to 250 mgm. It should be continued 
for a long time as thromboses were observed as late 
as 25 days after the intervention. 

WERNER M. Sotmitz, M.D. 


Experimental Cardiac Surgery. Observation on the 
Action of a Pump Designed To Shunt the Ven- 
ous Blood Past the Right Heart Directly into 
the Pulmonary Artery. H. SEWELL, 
and WILLaAM W. L. GLENN. Surgery, 1950, 28: 474. 


A new pump to by-pass the right side of the heart 
is described. It contains many of the best features 
of other pumps. The simplicity of construction and 
availability of materials to any well equipped lab- 
oratory make it worth considering for any labora- 
tory doing experimental surgery of the heart. 

The pump consists of a segment of reinforced 
Penrose tubing alternately compressed and expand- 

by positive and negative air pressure. The 
valves, flow meter, construction, and operation are 
all described in fine detail. ' 

Nonsurvival and survival experiments on dogs 
have been done to ascertain any nonphysiologic 
changes that might occur during operation of the 
pump. These measurements include various blood 
pressure and hematocrit determinations, white blood 
counts, platelet counts, hydrogen ion determination, 
hemolysis determination, and oxygen saturation of 
the arterial and venous blood. The authors believe 
that the variations in these determinations are small 
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enough with the technique described to permit a 
shunt of blood from the vena cava around the right 
side of the heart into the pulmonary artery for 
periods of time up to 105 minutes without signifi- 
cant physiologic changes in the dog. 

Rosert L. Craic, M.D. 


Resection of the Auricular Appendages. Joun M. 
BEAL, P. Loneomire, Jr., and H. 
LEAKE. Ann. Surg., 1950, 132: 517. 

Resection of the auricular appendages has been 
proposed as a means of preventing recurrent arter- 
ial embolism in patients with rheumatic heart di- 
sease and auricular fibrillation. The incidence of 
mural thrombi increases with persistent fibrilla- 
tion. In spite of improvements in treatment of 
embolus by surgical removal, the results have not 
been excellent. It has been demonstrated in experi- 
mental animals that the auricular appendage can 
be removed without interruption of the normal 
heart action. There does not appear to be any 
tendency for thrombus formation at the site of 
suture. The authors present 3 cases in which the 
auricular appendage was removed successfully. In 
x case bilateral femoral embolectomy had been 
done, the operation on the left side preceding that 
on the right by about 9 days. However, 17 days 
after the removal of the auricular appendage, a bi- 
lateral midthigh amputation was performed, 

In the preoperative preparation, co-operation with 
the cardiologist is essential. Each case is individ- 
ualized to determine whether or not an attempt 
should be made to convert the fibrillation to normal 
sinus rhythm. Morphine and atrophine were used 
preoperatively, and ether (endotracheal) and pento- 
thal sodium (intravenous) were the anesthetics used. 

The chest is opened through the third interspace 
and the lung is retracted. The pericardium is 
opened. Care is taken in manipulating the append- 
age so as not to loosen mural thrombi. A right 
angle noncrushing clamp is placed across the base 
of the appendage and a continuous suture is placed 
across the base distal to the clamp. The appendage 
is incised distal to this suture line for about three- 
fourths of its width, and a second continuous suture 
is placed over the end of the auricle. The clamp is 
then removed and a few mattress sutures are placed 
if necessary. Postoperatively, the tracheobronchial 
tree was cleared and the patient was given oxygen by 
nasal catheter for from 3 to 8 days. The patient 
was maintained on digitoxin and a low salt diet. 
Postoperative electrocardiograms demonstrated no 
significant changes. Rosert E. Frorer, M.D. 


Coarctation of the Aorta in Children; Observations 
in 14 Cases. Mary B. OLNney and H. Bropire 
STEPHENS. J. Pediat., S. Louis, 1950, 37: 639. 


The authors’ experience in the management of 14 
patients with coarctation of the aorta is presented. 
Twelve of the 14 patients underwent some type of 
surgical correction. The importance of coarctation 
of the aorta as a cause of cardiac decompensation in 
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_ children under 5 years of age is well demonstrated 
in one group of 5 patients reviewed by the authors. 
This group included those whose ages ranged from 
4% months to 4% years. None of the patients in 
this group showed notching of the ribs on x-ray 
examination. It is suggested that the absence of 
collateral circulation may play a major role in the 
development of cardiac decompensation. Definite 
hypoplasia of the aortic arch was seen in 4 of the 5 
patients in this group. This anomaly also may be a 
significant factor in the causation of cardiac failure. 
Mitral valvular stenosis was present in 2 patients. 

Nine patients did not develop decompensation. 
The presenting symptoms in this group were claudi- 
cation of the lower extremities, flushing of the face, 
episodes of acute exertional dyspnea, headache, and 
excessive fatigue. The physical findings in these 
patients were not remarkable except for hyperten- 
sion in the upper extremities. The youngest patient 
who showed notching of the ribs was 61% years old. 

The surgical experience of the authors is reviewed. 
In the selection of patients for operation the various 
factors to be considered are the hazards of subacute 
bacterial endocarditis, the presence of atheromatous 
changes in the aorta, the friability of the collateral 
vessels, and the end results of a long-standing 
hypertension. 

The concern that growth at the anastomotic line 
may not occur has caused some observers to hesitate 
in recommending surgery at an early age. It is the 
belief of the present authors that early surgery is 
advantageous. Aneurysms are not likely to develop 
at the line of anastomosis in end-to-end repairs ex- 


cept in the presence of subacute bacterial endo- 


carditis. OrvILte F. Grives, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Study of a Case of Rupture of the Esophagus with 
Mediastinitis. Total Gastric Resection and 
Partial Esophagectomy (Consideraciones sobre 
un caso de ruptura del esofago con mediastinitis. 
Reseccion total gastrica y esofagectomia parcial). 
Drieco E. ZavaLteTa. Rev. As. méd. Argent., 1950, 
64: 293. 

Roentgenograms revealed an organic stenosis of 
the cardia in a woman, 46 years of age, who was ad- 
mitted with complaints of progressive dysphagia of 2 
years’ duration. A perforation of the esophagus oc- 
curred in the course of an endoscopic examination. 
The patient experienced intensive pain in the inter- 
scapular region. After ingestion of an opaque me- 
dium, a small amount of it was visualized outside of 
the esophagus, at the height of the fourth dorsal ver- 
tebra. The patient developed fever, dyspnea, tachy- 
cardia, and subcutaneous crepitation in both the 
supraclavicular region and the upper intercostal 
spaces. 

_ Twenty-two hours after the accident, a transverse 

incision was made just above the left clavicle under 
local anesthesia. A cavity extending from the base 
of the neck deeply into the posterior mediastinum 
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was exposed. Turbid fluid was evacuated and a ver- 
tical laceration on the left posterolateral aspect of 
the esophagus was sutured with chromic catgut, size 
No. oo. A rubber drain, size 16, and a rubber dam 
were inserted into the wound for the purpose of cre- 
ating a Mikulicz tampon. The postoperative treat- 
ment consisted of the administration of penicillin 
and streptomycin, locally and parenterally, and the 
transfusion of blood and plasma. The patient re- 
covered. 

The early appearance of subcutaneous emphysema 
after rupture of the esophagus is due to the aspira- 
tion of swallowed air by the mediastinum during the 
negative phase of the intrathoracic pressure. 

In doubtful cases ingestion of a small amount of a 
radiopaque substance establishes the diagnosis. One 
should not wait for the appearance of dysphagia, 
fever, chills, and tachycardia, which are the most 
frequent symptoms of mediastinitis. 

The introduction of a Levine tube is considered 
dangerous by the author. Gastrostomy for nutri- 
tional purposes is indicated only if no favorable fluid 
and electrolyte balance can be maintained by paren- 
teral therapy. A transverse incision above the clavi- 
cle is recommended if the wound is located, as is 
usually the case, in the cervicothoracic region. 

Two months after the repair of the accidental 
wound, thoracolaparotomy was performed. The 
chest was opened through the left eighth intercostal 
space. An annular, mobile tumor of the cardia was 
found. A segment of the esophagus, measuring 10 
cm., and the entire stomach were removed and a 
terminolateral esophagojejunal anastomosis was per- 
formed. A large hepatic branch of the left gastro- 
hepatic artery, or so-called left hepatic artery, was 
encountered. The patient recovered. 

K. Narat, M.D. 


Surgical Treatment of Corrosive Stenoses of the 
Thoracic Part of the Esophagus by a Single 
Stage Palliative Anastomosis. Intracervical 
Retrovascular Anastomosis Without Resection 
of the Esophagus. VLADISLAV RAPANT and JAN 
Hromapa. J. Thorac. Surg., 1950, 20: 454. 


The authors discuss operative attacks on the 
fibrostenotic esophagus. Eliminating the antethora- 
cic procedures because of the number of operations 
necessary, they compare the advantages of leaving 
the esophagus in and of removing it in doing an in- 
trathoracic esophagogastrostomy. 

Advantages in not resecting the esophagus are: 

1. A difficult surgical feat is avoided. 

2. Functional disorders secondary to mobilization 
of the esophagus about the aortic arch are avoided. 

3. Injury toimportant anatomical structures such 
as the azygos vein, thoracic duct, and vagus 
nerves may be avoided. 

4. The time required is shortened. 

Advantages in resecting the esophagus are: 

1. The possibility of secondary formation of car- 
cinoma in the corroded esophagus (16 cases re- 
ported by Benedict) is eliminated. 
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2. The stagnation of food below the site of anasto- 
mosis is eliminated. 

3. The possibility of abscess formation about the 
remaining esophagus is eliminated. 

The authors prefer not to resect the esophagus 
and to do a side-to-side anastomosis of the stomach 
to the esophagus above the strictured area. They 
report their results in 72 transthoracic operations for 
benign and malignant diseases of the esophagus, 
cardia, and stomach, during a period of somewhat 
less than 3 years. The inclusion herein of 34 cases of 
total gastrectomy seems totally irrelevant to the 
title and opening preamble. They state, ‘“‘The 
marked difference in results from radical resection 
and from palliative anastomoses is apparent.’”’ How- 
ever, study of their table reveals that the two figures 
are not at all comparable in that 20 of the 24 resec- 
tions of the cardia and esophagus were for esopha- 
geal carcinoma, whereas 9 of the 14 side-to-side 
anastomoses without resection were carried out for 
carcinomas. There were no strictures from lye in the 
first group, but 5 in the second. 

For lesions of the lower fourth of the thoracic 
esophagus and lesions in the middle third below the 
aortic arch they prefer the approach from the left 
side; for lesions around the aortic arch they use the 
technique of McManus with abdominal and right 
thoracic incisions. 

Side-to-side cervical esophagogastrostomy is per- 
formed behind the great vessels. 

Detailed descriptions are given of the surgical 
technique used. Beatty H. Ramsay, M.D. 


Radiologically Negative Carcinoma of the Esopha- 
gus (Le cancer de l’oesophage radiologiquement 
négatif). J. Horacio ReEsAano. Acta chir. belg., 
1950, 49: 471. 

In a series of 1,000 cases of carcinoma of the esoph- 
agus observed at the University Hospital at Buenos 
Aires, Argentina, the author found 15 in which x-rays 
had failed to establish the diagnosis which subse- 
quently was made upon surgery or autopsy. He re- 
views the causes for the missed diagnosis in the indi- 
vidual cases and postulates that esophagoscopy 
should be done in all cases in which dysphagia per- 
sists, and repeated every 2 weeks even when the 
roentgenological findings remain negative. 

WERNER M. Sormitz, M.D. 


Surgical Treatment of Cancer of the Thoracic 
Esophagus by Resection Followed by Esophago- 
gastrostomy (O tratamento cirfrgico do cancro do 
es6fago tordcico por ressecc4o seguida de eséfago- 
gastrostomia). Jos& Firrpe pa Costa. Bol. clin. 
hosp. civ. Lisboa, 1948, 12: 202. ; 

Three patients with cancer of the esophagus were 
operated upon by transthoracic resection of the 
tumor from the left side with immediate anastomosis 
of the proximal stump of the esophagus to the 
anterior surface of the fundus ventriculi by a termi- 
nolateral esophagogastrostomy. The 3-row suture 
method was used in the anastomosis, the author be- 
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lieving that the row of sutures involving the mid- 
layer of the stomach results in such efficient hemo- 
stasis as to enable a much more accurate suturing of 
the mucosa. 

In 2 of these patients the tumor involved the more 
distal portion of the esophagus and the lesser curva- 
ture of the stomach, so that phrenicotomy with ex- 
tensive removal of the glands above the lesser curva- 
ture was done. However, the anastomosis could be 
accomplished without disturbing the higher portions 
of the esophagus. One of these patients died some 
months later of metastasis without having had any 
trouble with the neostomy between the esophagus 
and the stomach and he was able to take nutriment 
without trouble. The second patient has—about a 
year after the operation—begun to complain of 
vague pains and discomfort in the epigastric region 
but has not experienced any evidence of dysphagia. 

In the third case the tumor was situated high up 
just below the aortic arch, and the stump of the 
esophagus had to be transferred to the front of the 
aortic arch for the anastomosis after the method of 
Seng. This patient died 13 days after operation, ap- 
parently of stitch dehiscence and general debility; 
the patient was old and extremely emaciated, and 
had delayed for 2 months after being advised to re- 
port for operation. 

The author’s opinions are based partly, of course, 
upon his own personal experience, which naturally 
is not very extensive (in fact, the entire experience of 
the profession the world over is not yet sufficient to 
bring any decision about many of the problems in- 
volved in surgery of the esophagus), partly upon a 
study of the medical literature, and partly upon 
what he observed in the surgical clinics of England 
which he visited under the sponsorship of the Insti- 
tute for Higher Culture. 

It is believed that roentgen treatment of cancer of 
the esophagus is indicated, as a treatment of choice, 
in those cancers which are located so high in the tube 
that it would be necessary to sacrifice a part of the 
pharynx and destroy phonation along with every- 
thing else. 

Torek’s double fistula method is believed to be 
indicated only in those patients in whom resection 
is impossible or in whom the age or physical condi- 
tion renders the more extensive transthoracic eso- 
phagogastrostomy inadvisable. With Torek’s opera- 
tion the patient loses the one ability which he, as 
a rule, retains, to the end, or nearly to the end, in 
these cancerous conditions, that is, the ability to 
swallow fluids. The patient who undergoes operation 
by the Torek method leads a miserable existence 
for the remainder of his life. Moral depression, 
melancholy, and even suicide among these patients 
is a common occurrence. 

When the intrathoracic esophagogastrostomy is 
decided upon it should be a one stage operation; 
there should be no preliminary laparotomy; in fact, 
the necessity for the supplemental abdominal in- 
cision is one of the reasons why the author is op- 
posed to thoracotomy on the right side in these 
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cases. The operation of transthoracic esophagogas- 
trostomy is becoming more and more recognized as 
a palliative, as well as a curative, operation; there- 
fore the preliminary laparotomy to adjudge of the 
operability of the patient will not be necessary. 
Further refinements in operative technique and in 
the methods of anesthesia will bring increasingly 
better results in the surgical cure of these cases of 
esophageal cancer; however, the most important 
factor in the operative results still remains the pro- 
curing of the patient for the surgeon at the earliest 
possible moment. Here, however, is the great stumb- 
ling block in the entire train of events; the most 
commonly encountered initial symptom still remains 
the dysphagia. This symptom, however, most fre- 
quently becomes noticeable after about a year from 
the beginning of the neoplastic development, when 
the patient has only about a year to live if not 
operated upon. This is, of course, too late in most 
cases, and improvement will have to be sought in the 
better education of the public, and indeed of the 
physician. One of the patients in the author’s mate- 
rial was treated for more than a year with belladonna 
and nerve sedatives, and was even sent to a psychia- 
trist before being brought to the attention of the 
surgeon. Joun W. BRENNAN, M.D. 


The Role of Tracheotomy in the Postoperative Care 
of Patients Subjected to Esophagectomy. JoHN 
T. ReyNnotps, Paut H. HOoLincer, ALBERT H. 
ANDREWS, JR., JoHN P. Younc, Jr., and WILLIAM 
H. MartoweE. Arch. Surg., 1950, 61: 211. 


The authors suggest tracheotomy as an advan- 
tage in the postoperative care of patients who have 
undergone esophagectomies to reduce the morbid- 
ity and mortality subsequent to the accumulation 
of mucus in the tracheobronchial tree. They de- 
scribe 11 illustrative cases in patients with eso- 
phagectomies for carcinoma of the upper or middle 
third of the esophagus. Of these 11 patients, 6 
underwent tracheotomy. Of those who did not 
have tracheotomy, 4 died with death definitely 
ascribed to retained mucus; 1 survived. Of the 
remaining 6 (who had tracheotomy), 1 died from 
an unexplained cause, 1 died from coronary throm- 
bosis, and the 4 others left the hospital in satisfac- 
tory condition. None were harmed by the tracheo- 
tomy procedure. 

Patients who have had esophagectomies seem 
particularly prone to develop pulmonary complica- 
tions and they experience considerable difficulty in 
raising and expectorating mucus that accumulates 
in larger amounts than usual. This predisposes to 
and causes a localized or diffuse atelectasis. If the 
mucus can be evacuated and the atelectasis relieved, 
little harm results. However, the mucus frequently 
continues to accumulate and pneumonia super- 
venes. 

In general, patients requiring this type of opera- 
tion (esophagectomy) are of an advanced age with 
varying degrees of emphysema and pulmonary fibro- 
sis, and some may have a mild degree of chronic 
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bronchitis. At operation the tracheobronchial tree 
is aggravated by an endotracheal tube and by anes- 
thetic gases. The operation is usually long, and 
during the procedure one lung is collapsed for a 
considerable period. : 

The importance of proper mucus evacuation is 
reflected by the many steps which have been de- 
signed to prevent its accumulation. The co-opera- 
tion of the patient is tremendously important and 
he should be instructed preoperatively regarding 
the importance of eliminating mucus. Thorough 
tracheobronchopharyngeal toilet at the conclusion 
of the operation is obligatory. Frequent turning of 
the patient from side to side and hyperventilation, 
secured by the patient’s effort alone, or aided by 
carbon dioxide inhalation at half hourly or hourly 
intervals (during the first 2 days), have become al- 
most routine. The use of drugs which depress the 
respiratory center (codeine and morphine) is con- 
traindicated. A 5 per cent solution of ethyl alcohol 
given intravenously may lessen the amount of anal- 
gesic required. 

The transnasal catheter is helpful in stimulating 
the cough reflex and in aspirating mucus. When it 
is not possible to keep the bronchus or trachea dry 
by this procedure, bronchoscopy may be necessary. 
This requires more personnel, is exhausting to the 
patient, and is difficult to repeat frequently. The 
local anesthesia required for it tends to allow the 
rapid accumulation of mucus after bronchoscopy 
and the procedure itself is not without danger. 

The use of tracheotomy to allow frequent aspira- 
tion or to provide an airway has become fairly well 
recognized in other instances, such as bulbar polio- 
myelitis, following radical resection of the jaw, in 
patients with skull fracture, acute laryngotracheal 
bronchitis, and tetanus. 

The authors do not recommend tracheotomy in 
each esophagectomy, but suggest its application in 
those patients in whom audible rhonchi are heard 
soon after operation, indicating a voluminous quan- 
tity of mucus which cannot be expectorated. This 
may be followed by tachycardia, dyspnea, tachyp- 
nea, and profuse diaphoresis. Cyanosis should not 
be allowed to develop. While the accumulation of 
mucus may be controlled by the constant attend- 
ance of a house physician utilizing transnasal aspira- 
tion, tracheotomy is more effective and permits 
more care by the nurse. 

C. FrepERIcK Kittie, M.D. 


MISCELLANEOUS 


Extirpation of the Thymus in the Treatment of 
Myasthenia Gravis (Weciecie grasicy w leczeniu 
myasthenia gravis). WLADYSLAW LaszczaK. Polski 
przegl. chir., 1950, 22: 193. 

A 24 year old woman had for the past 4 years 
presented a classical picture of myasthenia gravis, 
which had been transiently relieved by a brief period 
of pregnancy, but, on the whole, had become pro- 
gressively worse. Recently she had to have 309 
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mgm. of prostigmine daily in order to avoid the 
symptoms of suffocation and to guard against chok- 
ing when eating. Upon entering the hospital she 
presented the typical facies myasthenia, lay immo- 
bile in bed with her eyes closed, and with barely 
understandable speech. Of course, all these man- 
ifestations could be decreased by the administration 
of prostigmine. 

Just before the operation the amount of prostig- 
mine given daily was raised to 300 mgm., and 272 
mgm. were administered during the 3 hour surgical 
procedure. The skin incision (Milton’s incision) ex- 
tended from the jugulum in the neck to below the 
xyphoid process of the sternum. The xyphoid was 
excised and the sternum divided in the midline with a 
Lebsche chisel. Forty-five grams of persistent thy- 
mus gland were removed. The organ was present 
chiefly as two lobes (right and left); the right lobe 
had extended behind the innominate vessels by means 
of a long pedicle, and the vessels had to be lifted and 
pushed aside in order to render this portion of the 
gland accessible. 

A rubber drain was left in the mediastinum for 48 
hours following the operation. Its removal was oc- 
casioned by the development on the part of the 
patient of a temperature and of symptoms of dyspne- 
ic character not relieved by prostigmine. The right 
pleural cavity was accidentally opened for a distance 
of 2 cm. during the procedure but later roentgen ex- 
amination disclosed neither pleural effusion nor 
evidence of atelectasis. 

Intratracheal anesthesia by means of the Magill 
catheter had been used and pulmonary complica- 
tions were now apprehended; however, when the 
drainage tube was removed 48 hours later, it was 
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found to be occluded by blood clots and about 500 
c.c. of serosanguinous fluid was discharged from the 
anterior mediastinal region. The condition of the 
patient improved immediately, the stitches were re- 
moved, and the wound healed by the tenth day after 
the operation. The daily dosage of prostigmine was 
now reduced to 2 mgm. per day. This dosage was 
again raised to 5 mgm. per day with the appearance 
of bleeding from the genital organs on the seven- 
teenth postoperative day, and this was the assigned 
dosage upon discharge of the patient on the twen- 
tieth postoperative day. The bleeding was controlled 
with gynergen. 

Five months later the patient reported that she 
was then taking 20 mgm. of prostigmine daily and 
that this was sufficient to enable her to do light 
housework. She beiieved that this was the basic 
amount necessary and felt no need to increase the 
dosage. 

Histologic examination of the removed thymic 
tissues disclosed abundant, active-looking, thymic 
gland tissue and numerous Hassal corpuscles in all 
stages of development. The cells of the Hassal’s 
corpuscles had abundant protoplasm and in general 
presented a succulent, physiologically active ap- 
pearance. 

The author concludes from this experience (he 
believes that his is the first such operation reported 
in the Polish medical literature) that the indication 
for thymectomy becomes effective as soon as the 
diagnosis of myasthenia gravis is made. He thinks 
that if the operation described is done early one can 
count, at the least, on marked improvement in the 
condition of the patient. 

Joun W. Brennan, M.D. 
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GASTROINTESTINAL TRACT 


Smooth Muscle Tumors of the Gastrointestinal 
Tract. R.H. Cowpety. Brit. J. Surg., 1950, 38: 3. 


Smooth muscle tumors of the gastrointestinal 
tract originate in the muscular tissue of the gastro- 
intestinal tract and occasionally in the muscularis 
mucosae. The reported incidence of these tumors 
varies from 2.4 to 16 per cent. Two main groups 
occur, both types usually being firm, rounded, or 
lobulated grayish masses. Virchow described an 
intragastric and extragastric type. Small flat tu- 
mors revealed incidentally at post mortem often 
fall into a third intramural group. Occasionally 
the intragastric tumor is pedunculated, whereas 
the extragastric type is more frequently peduncu- 
lated, as is also the intraluminal tumor in the small 
intestine. 

The question of malignancy is difficult in these 
tumors. The author believes that biopsy is of real 
value only in differentiating this tumor from those 
of epithelial origin. Local infiltration at the edges 
of the tumor is not a reliable criterion of malig- 
nancy. Metastases form an obvious indication of 
malignancy. Microscopically, the frequency of mi- 
toses remains the most reliable single criterion of 
malignancy. 

Apparently any leiomyoma may eventually show 
malignant characteristics but, on the whole, its de- 
velopment and extension is slower and less wide- 
spread than that of carcinoma. 

The symptomatology is extremely variable and 
may imitate a variety of intra-abdominal condi- 
tions. Hemorrhage is the single most common char- 
acteristic of gastric leiomyomas, whereas hemor- 
rhage and intussusception are the most common 
findings in the intestinal variety. 

The principal roentgenological diagnostic criteria 
-described by Moore in 1927 for intragastric smooth 
muscle tumors are as follows: 

1. A central or marginal filling defect usually 
rounded and smooth, occasionally exhibiting a cra- 
ter shadow in the dome. Manipulation in order 
to approximate the gastric walls is essential espe- 
cially for small tumors. Sometimes a pedicle, if 
present, may thus be outlined. 

2. There is no contraction or spasm of the stom- 
ach. Peristalsis is usually uninterrupted and the 
gastric wall remains pliant. 

3. Rugae are not obliterated as in cancer, or 
thrown into convergent folds as in ulcer. 

4. Multiple growths are strongly indicative of 
benignity. Extragastric tumors manifest themselves 
by pressure or traction, thus producing a deformity 
which is likely to be misinterpreted as an ulcer or 
cancer. 

Treatment of these tumors is solely surgical. 
The author believes that the more radical excisions 


are not necessary in many cases and that no set 
operation can be outlined. When the tumor is 
sharply demarcated and obviously limited, local 
excision with a margin of normal gut wall suffices. 
A still narrower excision of the extragastric peduncu- 
lated variety is satisfactory. Extension and infil- 
tration around the tumor dictates the extent of 
resection in such cases. 

Ten cases are described in detail in this article. 
Nine of these tumors involved the stomach and 1, 
the jejunum. The latter was an adenoleiomyoma 
rather than of pure smooth muscle origin, as were 
the nine gastric tumors. 

FREDERICK C. HOEBEL, M.D. 


Gastric Kinesis and the Exocrine and Endocrine 
Secretions of the Pancreas: Clinicoexperimen- 
tal Observations by the Simultaneous Use of 
the Gastrographic and Duodenal Sounds (Cin- 
esi gastrica e secrezione esocrina ed endocrina del 
— osservazioni clinico-sperimentali mediante 

’uso simultaneo di sonda gastrografica e di sonda 
duodenale). P. LoreNnzrin1 and A. BERSANI. Arch. 
tal. mal. app. diger., 1950, 16: 167. 

In a group of normal subjects and a group of 
hepatocholecystic patients with more or less marked 
clinical manifestations of pancreatic dysfunction, 
the authors studied the behavior of the gastric kinesis 
under basal conditions and after stimulation of the 
exocrine function of the pancreas. In some of the 
subjects the same observations were made in connec- 
tion with the intravenous injection of glucose or 
insulin. The following method was used: 

In the fasting patient an Einhorn tube was first 
introduced into the duodenum under roentgen con- 
trol, then a gastrographic sound was placed in the 
stomach. After the insufflation of from 500 to 600 
c.c. of air, registration of the gastric tracing was 
started and continued without interruption during 
the entire period of study. At the same time, the 
duodenal juice was removed through the Einhorn 
tube and immediately tested for trypsin and diastase 
content, the determination of two enzymes being 
used to avoid errors of judgment connected with the 
possible functional dissociation of the pancreas in 
the sense of increase or decrease limited to a single 
enzyme. After about 15 minutes, blood was col- 
lected for the determination of the two enzymes; 
then the gastrographic curve was followed for about 
60 minutes to catch eventual spontaneous oscilla- 
tions of the peristalsis and tone, in which case addi- 
tional blood and duodenal juice were collected for 
determination of the enzymes. The same procedure 
was followed after stimulation of the exocrine func- 
tion of the pancreas by the direct introduction into 
the duodenum of ether (from 5 to 8 c.c.) or hydro- 
chloric acid. In the study of the relations between 
gastric kinesis and the endocrine function of the 
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pancreas, the same examinations were made on 2 
successive days after the intravenous injection of 20 
c.c. of hypertonic glucose solution (33 per cent) and 
from 8 to 10 international units of insulin; in these 
tests the blood was collected every 10 minutes for 1 
hour after the injection. Duodenal juice was col- 
lected simultaneously. 

In a summary of the observations, it can be stated 
that the relations between exocrine function of the 
pancreas and visceral kinesis are very limited, or at 
least difficult to bring out, but that there are con- 
stant relations between the rate of glucose in the 
blood and the gastric kinesis. Undoubtedly, in some 
cases the changes noted after the injection of insulin 
and of glucose must be considered as simple emo- 
tional dyskineses. 

The authors conclude that under physiologic con- 
ditions the pancreatic function does not seem to play 
a prevailing role in the regulation of gastric kinesis, 
although isolated but significant findings of relations 
between the duodenal diastase, trypsinemia, and 
glycemia, on one hand, and variations in the gastric 
motility, on the other, suggest that in man correlated 
states of gastric dyskinesis may occur under par- 
ticular pathologic conditions which also involve the 
pancreatic function. RicHarp Kemet, M.D. 


Volvulus of the Stomach. J. Y. W. Russet. Brit. J. 
Surg., 1950, 38: 17. 

Volvulus of the stomach is a relatively rare con- 
dition. Thirty-four cases were reported over the 
period from 1866 to 1927 and several additional 
cases have been reported since then. A case re- 
ported in this article presented two additional un- 
usual features, namely, gastric perforation and su- 
perior mesenteric occlusion. 

The patient, a woman of 49 years, was in good 
health until 5 hours before admission when follow- 
ing a heavy meal she experienced upper abdominal 
pain which became worse and radiated to the 
back. Retching followed but only small amounts 
of frothy vomitus without bile or blood were brought 
up. The past history included occasional attacks 
of vague indigestion. 

Upon arrival at the hospital the patient was in 
extreme shock. Palor was marked and the mucous 
membranes were slightly cyanotic. The pulse was 
150 and of poor volume. The temperature was sub- 
normal and the pressure so low that it was unob- 
tainable. The abdomen was grossly and uniformly 
distended and was tympanitic throughout. No 
abdominal tenderness was elicited. The liver dull- 
ness was greatly diminished and the bowel sounds 
were absent. There was a sensation of fullness in 
the pouch of Douglas. Shortly following admis- 
sion, considerable dark red blood was passed by 
rectum. The abdomen became more distended and 
the patient complained of numbness, coldness, and 
inability to move her lower extremities which be- 
came cyanotic. Despite antishock measures, the 
shock deepened and the patient expired 4 hours 
after admission. 
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Autopsy revealed free air in the peritoneal cav- 
ity. The stomach was rotated on its vascular pedi- 
cle, was enormously distended, and filled the left 
upper quadrant of the abdomen. The stomach 
wall was thin, partly ulcerated, and necrotic with 
one large ulcer 5 by 7 cm. on the lesser curvature. 
There was marked congestion of the parietes sup- 
plied by the superior mesenteric artery with hem- 
orrhage in the gut wall and blood in the lumen. 

In these cases pain is generally the earliest symp- 
tom and may be excruciating. Vomiting or retch- 
ing is usually associated but the vomitus never 
contains bile and any ingested material is returned 
unaltered. When the stomach is intact the large 
mass may be palpated in the left upper quadrant 
and there is little evidence of peritoneal irritation. 
In this case the mass was masked and there was 
peritoneal irritation due to leakage from the small 
opening in the stomach. Melena is frequently pres- 
ent, and in this case was thought to be due to a 
superior mesenteric vascular occlusion. A consider- 
able degree of shock is common. In milder cases 
the volvulus may be intermittent and may be re- 
lieved by alteration of the patient’s position, such 
as hanging over the edge of a bed. 

X-ray findings of a large gastric air shadow are a 
help in diagnosis. Some surgeons recommend ab- 
dominal aspiration as an aid in the diagnosis. 

There are 2 types of volvulus: the volvulus mesen- 
terio-axialis, as in this case, in which the stomach 
is rotated around an axis vertical to a line from 
the cardia to the pylorus, and a second type, volvu- 
lus organo-axialis, in which the stomach is rotated 
around an axis between the cardia and the pylorus. 
The latter is the most common. Either may be 
partial or total. 

Predisposing factors to this condition would ap- 
pear to be principally the existence of abnormally 
long gastric ligaments, and excessive gastric mo- 
bility. Numerous initiating factors have been sug- 
gested. 

In the treatment of these cases a stomach tube 
should be passed if possible. If this is successful, 
the emptying of the stomach will allow it to return 
to its normal position. If the tube cannot be passed, 
that fact aids in the diagnosis. Surgery is the only 
alternative. One point is made in this respect: 
when the abdomen is opened the stomach should 
be aspirated to empty it and the aspiration hole 
should be closed before the stomach is allowed to 
rotate back into its normal position, otherwise 
closure of the hole may become a very awkward 
procedure. FREDERICK C. HOEBEL, M.D. 


Clinical Findings and Differential Diagnosis of 
Gastric Diverticulum (Zur Klinik und Differen- 
tialdiagnose des Magendivertikels). Fritz Lunc- 
muss. Chirurg, 1950, 21: 457. 


The author reports 3 cases of gastric diverticulum; 
in the first case the diverticulum was near the pylorus 
and in the second it was near the cardia; in the third 
case there was an opening on the lesser curvature 
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resulting from a perforation to the transverse colon. 
Diverticulum is one of the rarest diseases of the 
stomach, has no unequivocal clinical symptoms, and 
is usually an accessory finding of roentgen examina- 
tion or autopsy. It seems that 85 per cent of all 
diverticula found at autopsy have been without 
symptoms. With regard to their location, diverticula 
of the stomach can be divided into three groups: 
those near the cardia, which are the most frequent; 
those near the pylorus (congenital according to 
Nauwerck), which are rarer; and those of the greater 
curvature, which are exceptional. 

In any gastric diverticulum the interesting ques- 
tion is whether it is congenital or acquired and how 
it has originated. The first case is to be classified 
with diverticular myomas (myomas, fibromyomas, 
adenomyomas) and pancreatic diverticula into a 
large group of congenital forms, the dysontogenetic 
heterotopies. 

In the group of acquired gastric diverticula a 
distinction is made between pulsation and traction 
diverticula. While the origin of the latter is known, 
that of the former has not yet been generally cleared 
up and the most divergent concepts have been ad- 
vanced about it. In traction diverticulum there is a 
chronic inflammatory process in the vicinity of the 
stomach which encroaches on the gastric serosa, and 
traction is caused, for instance, by a cicatricial pull 
from the gall bladder to the stomach, an adhesion 
from the posterior wall of the stomach to the duct 
of _ ora cicatricial pull by a bundle of lymph 
nodes. 

The diagnosis of gastric diverticulum solely on the 
basis of a roentgen examination is not accepted any 
more; it must be proved by operation or autopsy. 
The diagnosis requires clinical, fluoroscopic, and 
roentgenographic examination, and eventually gas- 
troscopy and operation. There are no characteristic 
symptoms. The roentgen signs are a rather round 
formation with a varying degree of filling and dilata- 
tion, a soft and mobile form, the absence of signs 
of infiltration in the vicinity, the presence of an 
opaque medium after 4 and more hours, and, in the 
erect position, an air bubble above the opaque sub- 
stance. The differential diagnosis includes ulcer 
niche and covered perforation, carcinoma crater, 
hernia of the esophageal hiatus, diverticulum of the 
duodenojejunal flexure, and cascadelike gastric folds. 

RicHarD KeEMEL, M.D. 


The Relative Incidence of Gastric and Duodenal 
cers. EILEEN M. Brooke. Brit. M. J., 1950, 2: 
560. 


This is a statistical article based upon the officially 
registered figures on the incidence of gastric and 
duodenal ulcers in the British Isles. In a comparison 
of the decade from 1929 to 1938 with that from 
1939 to 1947 it is shown that the average annual 
deaths from duodenal ulcer in males rose 30 per cent, 
while those from gastric ulcer rose 12 per cent. In 
females there was a corresponding increase in annual 
deaths from duodenal ulcer of 20 per cent, while 
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those from gastric ulcer were reduced by 5 per cent. 
By breaking down these figures into age groups it 
was found that from the ages of 15 to 54 there was 
an over-all decrease in the deaths from all types of 
peptic ulcer. From the age of 55 upward there was 
a remarkable increase in deaths from all kinds of 
peptic ulcer; this ranged from a 30 per cent to an al- 
most 60 per cent increase. 

For men of working age the figures show a pre- 
ponderance of duodenal over gastric ulcer. The same 
is roughly true of women since relatively few are in 
gainful occupations after they reach the age of 45. 
The proportion of duodenal ulcers to all ulcers differs 
significantly between the sexes. 

Tidy reported a 1,944 mortality at the St. Thomas 
Hospital, London, 12.5 per cent for gastric ulcer and 
1o per cent for duodenal ulcer. In 1946, at the 
Cardiff Royal Infirmary, deaths from gastric ulcers 
amounted to 11.9 per cent, while those from duo- 
denal ulcers amounted to 8.6 per cent. 

LAurMAN, M.D. 


The Definitive Treatment of Bleeding Peptic Ulcer. 
John D. Stewart, Irving Rudman, Coleman 
Citret, and Harry W. Hale, Jr. Ann. Surg., 
1950, 132: 681. 

During the past 4 years the authors have been 
testing the value of immediate blood replacement 
and gastric resection in patients with acute massive 
gastroduodenal bleeding diagnosed as being due to 
peptic ulcer. This report deals with the last 50 con- 
secutive cases so treated. The mortality rate for 
the group was 6 per cent. For making a working 
diagnosis of bleeding peptic ulcer the authors have 
relied chiefly on physical examination and history, 
blood studies, and a process of exclusion. If porta! 
hypertension and primary blood disease with bleed- 
ing tendency are excluded the chances are better than 
9 to 1 that massive gastroduodenal bleeding is due 
to an ulcerating lesion of the stomach or duodenum. 
Recently the authors have been performing esopha- 
goscopy at the start of anesthesia in doubtful cases 
but they have not used roentgenologic methods of 
diagnosis to any great extent. If active surgical 
therapy is withheld in cases of acute massive gastro- 
duodenal hemorrhage the physician assumes a grave 
responsibility and he should do so only for very good 
reasons. 

When examination of the upper gastrointestinal 
tract at laparotomy discloses no cause for the bleed- 
ing, the surgeon is faced with an exigent problem 
in surgical judgment. The authors’ practice in this 
situation is to examine all the organs carefully and 
if no other explanation for the bleeding is found they 
proceed with a subtotal gastric resection. Fatal 
bleeding may occur from single or multiple super- 
ficial ulcers of the stomach or, less commonly, of the 
duodenum which cannot be felt and visible serosal 
changes may be lacking. In about 20 per cent of the 
cases in this series shallow bleeding ulcers which 
could not be detected at exploration were found in 
the removed specimen. 
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The average amount of blood given to these pa- 
tients in connection with the operation was 3,900 
c.c. Yet the red cell count rose from 2.6 to only 3.7 
million and the total circulating red cell mass in- 
creased from 43 per cent of normal to only 74 per 
cent. Since postoperative hemorrhage was not a 
problem in these patients and since blood loss at 
operation averaged only 400 c.c., it is clear that 3 
liters of blood did not meet the replacement needs 
of these patients. Four or 5 liters would have been 
a more suitable quantity. 

The experience of the authors leads them to the 
conviction that early gastric resection offers the 
best results in the treatment of acute massive hemor- 
rhage from peptic ulcer, provided proper surgical 
and transfusion facilities are at hand. The method 
is definitive in that anemia can be corrected, bleeding 
can be arrested, and the tendency to form new peptic 
ulcers can be controlled. | Harotp Laurman, M.D. 


Bleeding Peptic Ulcer. Favorable Results from Con- 
servative Treatment. Rate F. Bowers and N. 
E. Rossett. Ann. Surg., 1950, 132: 690. 


The fundamental objectives of bleeding ulcer 
therapy are (1) to save life, (2) to prevent recurrence 
of bleeding, and (3) to control the ulcer and its pos- 
sible complications in the future. It is the authors’ 
opinion that the saving of life is the most important 
objective when the patient is actively bleeding and 
their efforts are directed accordingly. A deliberate 
conservative approach to the problem began at 
Kennedy Hospital in 1946. Since that time they 
have treated 171 patients, 150 of whom had proved 
peptic ulcers and the other 21 had probable ulcers. 

The authors outline their conservative form of 
therapy, which is carried out while the diagnosis is 
being established. Combined medical and surgical 
therapy was used in all of the cases. Medical therapy 
was largely employed during the state of active 
bleeding. Gastric resection was performed in 1 
case 36 hours after the occurrence of hemorrhage 
when medical measures failed to stop the bleeding. 
Twenty-four gastric resections were performed after 
recovery from active bleeding. Eight of these 24 
patients were subjected to vagotomy as an ancillary 
procedure. The over-all mortality rate was 1.3 per 
cent. One death followed the use of medical therapy 
alone. The mortality rate for patients more than 50 
years of age was 5 per cent, for those under 50 years 
of age it was o per cent. Factors which may have 
contributed favorably to the results in this series 
were the fact that most of the patients were from 
rural areas and that there were no very old patients 
in the series. Harotp Laurman, M.D. 


Perforating Gastric and Duodenal Ulcers Observed 
at the Department of Surgery (III), Ulleval 
Sykehus, During the Period from 1935 to 1945. 
Otav TANDBERG, Acta chir. scand., 1950, 100: 176. 


The author studied a series of 194 cases of per- 
forating gastric and duodenal ulcers treated at an 
Oslo hospital during the 10 year period from 1935 
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to the end of 1945. The cases were studied in an 
attempt to gain some information about the inci- 
dence, distribution according to age, previous dys- 
pepsia, and the site of the ulcer. A comparison 
with previous series from the same hospital depart- 
ment showed that the peak of the incidence curve 
changed from the ages between 20 and 29 years 
(1912 to 1921) to the ages between 40 and 49 years 
during the period under investigation. At the same 
time the relative incidence of juxtapyloric ulcers 
showed a definite increase. Juxtapyloric ulcers were 
found in 79 per cent of the cases in the present 
series. Roentgen examination was performed in 
147 cases, and revealed pneumoperitoneum in 72 
per cent of these cases. 

Suture alone was performed in 133 cases, suture 
plus gastroenterostomy in 57 cases, resection in 3 
cases, and exploratory laparotomy in 1 case. The 
operative mortality rate was 13.9 per cent. Peri- 
tonitis was the predominating cause of death. Of 
the 148 re-examined patients in whom suture alone 
or suture combined with gastrojejunostomy was 
performed, 50 (33.8%) showed complete relief of 
symptoms after an observation period of at least 
3 years, while satisfactory results were obtained in 
45 per cent. The author stresses that better per- 
manent results as well as a lower operative mor- 
tality rate were observed in patients who underwent 
suture and gastrojejunostomy than in those who 
had undergone suture alone. 

Good permanent results were obtained in patients 
having only a short period of previous dyspepsia; 
otherwise the present series reveals no prognostic 
evidence as to permanent results obtained by con- 
servative methods. Orvitte F. Gries, M.D. 


A Survey of the Results of Treatment of Gastric 
Cancer in San Francisco. JoHn L. WILtson. 
California M., 1950, 73: 148. 

A survey was made of all patients treated for 
gastric cancer on the clinical services of the Stan- 
ford University Ho$pital during the 30 year period 
from 1919 to 1948. All cases of gastric carcinoma 
admitted to the hospital were included in the study 
—310 in number. Operability rates by decades from 
1919 to 1948 were 61, 57, and 85 per cent, respec- 
tively. In the last 5 years of the survey the opera- 
bility rate reached the high level of 93 per cent. The 
resectability rates by decades were 21, 25, and 42 
per cent, respectively. During the last 5 years of the 
survey the resectability rate rose to 50 per cent. The 
mortality rate following resection was 24 and 37 
per cent in the first two decades, but dropped during 
the third decade to 6 per cent. This decline in mor- 
tality rate for gastric resection is the result of many 
factors; the importance of the use of an aseptic type 
of intestinal anastomosis is discussed, but the au- 
thors conclude that it is probably not the decisive 
factor. Complete follow-up information was ob- 
tained on 297 patients, 96 per cent of the total. 
Based on the total number of cases, the 3 year sur- 
vival rate was 8.5 per cent, the 5 year survival rate 
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was 4.6 per cent, and the 1o year rate was 1.1 per 
cent. However, a more optimistic picture is ob- 
tained by determining the survival rates of the pa- 
tients who survived resection; the 3, 5, and 10 year 
survival rates of patients surviving resection for 
gastric carcinoma were 35, 23, and 8 per cent. 

In the interest of getting a broader and more 
realistic idea of the management of gastric carci- 
noma in the community as a whole, a survey was 
made of eleven of the general hospitals of San Fran- 
cisco for the 10 year period from 1939 to 1948. The 
operability rates ranged from 35 to 80 per cent, the 
resectability rates varied from 10 to 39 per cent, and 
the mortality for resections varied from 12 to 50 
per cent. 

-Upon dividing the decade from 1939 to 1948 into 
two 5 year periods, it was found that the over-all 
resectability rate increased from 22 to 35 per cent 
and the mortality for resections of all types was re- 
duced from 31 to 17 per cent. 

F. J. Lesemann, Jr., M.D. 


Should Total Gastrectomy be Employed in Early 
Carcinoma of the Stomach? Frank H. Laney 
and SAMUEL F. MARSHALL. 
132: 540. 

One hundred and thirty-nine cases in which total 
gastrectomy was performed are reported from the 
Lahey Clinic, in Boston. Total gastrectomy was 
done for cancer in 127 patients, and for extensive 
gastric ulcer in 12. 

The first total gastrectomy was performed in this 
clinic in 1927, and up to 1944 a total of 75 patients 
were operated upon with a mortality of 34.6 per 
cent; between 1944 and 1950, total gastrectomy was 
performed in 64 cases with an operative mortality of 
9.4 per cent. In the same clinic the mortality of 
partial gastrectomy for cancer of the stomach, from 
1937 to 1949, was 9.2 per cent. 

The 5 year survival rate in the group in which 
partial gastrectomy was performed was 22.3 per 
cent of those patients who survived resection. Of 
the 127 patients undergoing total gastrectomy, there 
were 31 postoperative deaths, and 41 survived for 
less than 1 year. Of the remaining 55 patients, 22 
per cent were alive and well 5 years or more follow- 
ing total gastrectomy. It is emphasized that these 
latter figures were obtained in cases of cancer of the 
stomach in which the lesion was too far advanced 
for partial gastrectomy, and which in the past had 
been regarded as relatively hopeless. 

Of the 127 patients having total gastrectomy for 
carcinoma, 77 were males and so were females; 92 
per cent of the group were above the age of 40. 
Forty-two patients had experienced symptoms for 3 
months or less, and 85 had had symptoms for from 3 
months to a year, or more. An earlier diagnosis will 
be possible when more attention is paid to all diges- 
tive disorders in patients past the age of 45. Epi- 
gastric pain or discomfort was the most common 
early symptom, followed by weight loss and ano- 
rexia. Anemia is not an outstanding sign; only 29 
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patients showed a hemoglobin of less than 75 per 
cent. Determination of the gastric acid was not 
particularly significant. Fifty patients had no free 
hydrochloric acid in their gastric contents. 

It is pointed out that the extent of lymph node 
involvement is considered a reliable criterion on 
which to base the prognosis in an individual case. 
Of the 127 patients, 40 per cent of 83 patients with 
involvement of the lymph nodes survived 1 year or 
more, whereas 50 per cent of 44 patients with nega- 
tive lymph nodes lived 1 year or more. It has been 
suggested that diffuse lymphatic invasion through 
the various layers of the stomach, and involvement 
of the duodenum, are also good criteria for prognosis. 
In the group of 127 patients treated by total gastrec- 
tomy, diffuse submucous lymphatic spread was 
noted in 12 patients in whom extension of the 
malignancy near or through the line of resection was 
found microscopically. Of these 12 patients with 
diffuse lymphatic spread, there were 3 postoperative 
deaths, 2 patients lived less than 6 months, 4 lived 
6 months or more, and only 3 survived longer than 
9 months. 

An excellent discussion of the type of operative 
procedure performed in this clinic is given. The 
abdominal approach is preferred unless there is some 
question of extension beyond the diaphragm, when 

a transthoracic incision is made. Radical removal of 
the duodenum to the lowest possible level and re- 
moval of the gastrohepatic omentum and spleen is 
advised. 

It is suggested that considerable discrimination is 
necessary in the selection of cases for total gastrec- 
tomy, and that the surgeon who undertakes this 
extensive procedure weigh certain factors carefully. 
These include his technical skill and surgical exper- 
ience, his ability to deal with the changes and con- 
ditions which inevitably will be connected with such 
an extensive operation, the quality and character of 
anesthesia, and the capacity of the patient to endure 
the long and trying operation. 

Following total gastrectomy, patients are able to 
maintain a reasonable state of health, to eat satis- 
factorily, and to carry on a comfortable existence. 
Six meals daily of small amounts of high caloric 
food are advised. It is necessary to follow the 
patient’s blood picture for a long period after opera- 
tion, and to combat the anemia which may develop. 

Curtis Artz, M.D. 


Complications Following Subtotal Gastric Resec- 
tions Performed Since June, 1944, for Peptic 
Ulcer in 132 Patients. Comparison with Com- 
plications Following Vagotomy in 138 Patients. 
C. Kerra Lyons and K. S. Griwson. Surgery, 1950, 
28: 350. 


A series of 132 subtotal gastric resections was com- 
pared with a series of 138 vagotomies for the pur- 
pose of comparing the eventual results of the 
two methods of treatment. Subtotal gastric resec- 
tion was associated with a higher mortality rate 
(3.9%), a higher incidence of surgical complications, 
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and more frequent occurrence of postoperative ulcer 
than vagotomy with gastroenterostomy. Although 
either resection or vagotomy with gastroenterostomy 
effects a high incidence of satisfactory results and 
rehabilitation, each has an associated occurrence of 
disappointing results. Decision regarding preference 
of operation will depend upon results of longer 
periods of contemporary observation and of de- 
velopments which may decrease the risk of resection 
and also aid in the treatment of postoperative compli- 
cations following either procedure. The poorest 
results were described by patients having both 
vagotomy and resection. The highest rate of re- 
habilitation occurred among those who had vagot- 
omy alone. However, vagotomy without drainage 
was abandoned by these authors 3 years ago as the 
sole treatment for duodenal ulcer because of the 
high incidence of secondary operations and the re- 
currence of ulcer. Harotp LAurMaN, M.D. 


The Effect of Partial Gastrectomy on Gastric Se- 
cretion During the Night. Ove Norinec. Acta 
chir. scand., 1950, 100: 282. 


Continuous aspiration and analysis of the gastric 
secretion produced during the night has been widely 
studied for the purpose of evaluating the effect of 
vagotomy on the secretory activity of the stomach. 
It is presumed that impulses via the vagus nerves 
constitute the chief cause of nocturnal gastric secre- 
tion. 

In order to compare the inhibitory effect of par- 
tial gastrectomy on gastric secretion with that of 
vagotomy, the nocturnal gastric secretion was stud- 
ied before and after partial gastrectomy in 15 ulcer 
patients at the Rigshospitalet, in Copenhagen, Den- 
mark. Three patients had a Finsterer’s palliative 
gastrectomy and the others had partial gastrectomy 
by the Billroth II method. In 1 case achlorhydria was 
present during the night, before as well as after the 
operation, and the volume of secretion did not 
change. In another case, the postoperative volume 
of secretion exceeded the preoperative findings be- 
cause of an increased admixture of bile. In all the 
remaining patients, the volume as well as the acidity 
of the gastric secretion was reduced. 

It has been presumed that partial gastrectomy in- 
volving the pyloric region caused a reduction in the 
nocturnal secretion which, in turn, means that the 
pyloric region is a factor resulting in the production 
of nocturnal secretion. This may be due to a reflex 
action. Dragstedt found that the aggregate acid 
output (the total acid times the volume of secretion) 
is reduced to one-seventh by vagotomy. The aggre- 
gate acid output following partial gastrectomy in 
this series was reduced by about one-eighth. It is 
emphasized that this reduction in the nocturnal se- 
cretion supports the view that the pyloric region in- 
fluences the cephalic phase of gastric secretion. It is 
concluded that partial gastrectomy appears to ac- 
complish the same result as vagotomy with respect 
to the secretion of vagal origin. 

Curtis Artz, M.D. 
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Gas Cysts of the Intestine. E.S. J. Kinc. Austral. N. 
Zealand J. Surg., 1950, 20: 25. 

Gas cysts of the intestine have been referred to as 
“emphysema of the intestine” and as ‘‘pneumatosis 
cystoides intestinalis.” The disease is more common 
in swine than it is in human beings, and it can be 
produced experimentally in swine by a diet con- 
sisting of polished rice and milk. The etiology of 
the disease in human beings has not been determined. 

Most cases have been observed in adults, although 
a few have been seen in children. In order of 
frequency, the organs involved are the ileum, cecum, 
ascending colon, and jejunum. 

The cysts range in size from less than 1 mm. to as 
large as 10 cm. in diameter, with the average about 
o.§ cm. When present, they are usually very 
numerous. They may be on the mesenteric or anti- 
mesenteric border of the bowel or they may be in 
the mesentery or omentum. Also, they may occur in 
the lymph nodes. They may be pedunculated. 
Occasionally they may be seen on roentgenograms 
of the abdomen. 

The cysts are asymptomatic, their presence usu- 
ally being established during the course of an ab- 
dominal operation for some other condition. When 
they are diagnosed treatment is usually not neces- 
sary. Gas cysts have been observed to disappear in 
several patients. FREDERICK W. Preston, M.D. 


The Duodenal Ulcer in Which Resection is Difficult 
or Impossible. Exclusion Resection by the Mod- 
ification of Bancroft and Plenk (Das schwer- 
oder nichtresezierbare Duodenalgeschwuer. Die Re- 
sektion zur Ausschaltung in der Modifikation von 
Bancroft-Plenk). M. Maxxas and G. MARANGOs. 
Chirurg, 1950, 7: 415. 

The incidence of duodenal ulcers that cannot be 
resected for technical reasons seems to vary con- 
siderably because of geographical factors and the 
nutritional condition of the population. The authors 
discuss the experiences in the Red Cross Hospital at 
Athens, Greece, and the Government Hospital at 
Limassol, Cyprus. They state that in Greece the 
incidence was between 10 and 20 per cent before the 
war but rose to 30 per cent during the war because of 
malnutrition of the population. 

Different methods of management for these cases 
are discussed. Based on their own material of 3,000 
operations on the stomach and duodenum they re- 
ject gastroenterostomy because of the high incidence 
(15 per cent) of postoperative jejunal ulcers. They 
believe that extensive resection of the stomach to 
reduce the secretion of hydrochloric acid is more 
important for a cure than the extirpation of the ulcer 
itself. If the removal of the ulcer is difficult or 
impracticable, the exclusion resection of Bancroft 
and Plenk is the treatment of choice. 

The most important point in this method is that 
the mucosa of the antrum is extirpated all the way 
down to the pylorus in order to remove all hydro- 
chloric acid-producing glands and so to avoid post- 
operative jejunal ulcers. 
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The serosa and muscularis are severed 2 finger- 
breadths left of the pylorus, the mucosa is removed 
all the way down to the pylorus. Then the funnel- 
shaped stump of the antrum is closed by a triple 
suture so that the muscularis layers are brought in 
contact with each other (modification after Plenk). 

Detailed statistics are presented to demonstrate 
the superiority of this to all other methods with re- 
gard to the mortality as well as the late results. The 
postoperative mortality was 5 in a series of 241 
patients operated upon by the Bancroft-Plenk 
method from 1931 to 1947. The late results were 
excellent or good in 95 per cent of a series of 177 
cases. WERNER M. Sotmitz, M.D. 


Provisional Results of Vagus Resection in Jejunal 
Peptic Ulcer; Recurrent Ulcer (Vorlaeufige 
Ergebnisse der Vagusresektion beim Ulcus pepticum 
jejuni; rezidivierendes Ulkus). FeL1x MANDL. Wien. 
med. Wschr., 1950, 100: 476. 


In view of the relatively high mortality after 
radical operation of marginal jejunal ulcers, va- 
gotomy appears justified. Vagotomy was employed in 
16 marginal ulcers. In 1 case the ulcer followed gas- 
troenterostomy, and in the rest, gastric resections. 
One of the patients succumbed to suppurative men- 
ingitis of unknown origin on the tenth postoperative 
day following vagotomy. In 1 case, a period of only 
1 month had elapsed since the operation and there- 
fore this patient is excluded from this review. 

Clear-cut results could be recorded in only 9 
cases; in the others, hypoproteinemia, gastrojejuno- 
colic fistula, inability to locate the posterior branch 
of the vagus nerve, or numerous preceding oper- 
ations complicated the situation and interfered with 
the accurate appraisal of the value of vagotomy. 

Of the 9 patients, a cure was obtained in 6, poor 
results were recorded in 2, and no definite opinion 
could be formed in 1 case, because the patient died 
from uremia a few weeks after vagotomy. 

The author concludes that vagotomy has great 
advantages over radical operations in the treatment 
of peptic jejunal ulcers. §JosepH K. Narart, M.D. 


Carcinoma of the Jejunum. CunHA 
and Boston M. Day. Am. J. Surg., 1950, 80: 288. 


Since the clinical picture resulting from carcinoma 
of the jejunum up to the point at which actual ob- 
struction occurs is an almost constant one, and since 
numerous aids to early diagnosis are available, earlier 
operation and a greater chance for alleviation of the 
patient are possible. The symptomatology depends 
entirely upon what degree of obstruction is present, 
if any. Intermittent pain, colicky in type, without 
periodicity and without definite relation to food in- 
take is the most important symptom. Flatulence, 
an increasing tendency toward constipation or a 
change in bowel habits, vomiting of large quantities 
of fluid, progressive weight loss and secondary ane- 
mia are other important early symptoms. Fairly 
constant physical signs are tenderness, usually focal- 
ly situated below the umbilicus, and sharply local- 
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ized muscle spasm, both of which tend to be located 
directly over the lesion. Tarry stools or occult blood 
in the stools is a sign of extreme importance. 

The authors have found two procedures to be of 
inestimable value as an aid to diagnosis. The first 
is that of giving the patient small amounts of rugar 
(a mixture of barium and gum acacia) every hour 
and taking roentgenograms hourly over the next 12 
hours, and then every 2 or 4 hours for 24 hours. A 
second method has been to give about 2 ounces of 
barium in 8 ounces of water followed by the copious 
drinking of cold water which seems to stimulate 
peristalsis and carry the barium rapidly through 
the stomach and into the jejunum, when the usual 
x-ray studies can be made. The usual precautions, 
if obstruction is suspected, are observed. 

Three cases illustrating the aforementioned points 
were observed, and one of them is reported in detail. 

Joun L. Linguist, M.D. 


Ileojejunal Insufficiency: An Unusual Case of Trop- 
ical Sprue. C. F. J. Cropper and A. M. CLARK. 
Lancet, Lond., 1950, 259: 442. 

This is a case report of an unusual and fatal case 
of tropical sprue occurring in an ex-serviceman 39 
years of age. The patient was admitted with swell- 
ing of the legs and genitalia, slight soreness of the 
tongue, and loss of weight. The symptoms consisted 
of 12 offensive stools daily. These were usually 
watery but often tended to be greasy and bulky. 
The appetite was ravenous. Despite the severe de- 
gree of abdominal distention there was no passing of 
wind or belching. The stools were negative for 
pathogens, and tests showed complete achlorhydria; 
the gastric contents were sterile on culture. X-ray 
studies showed a considerable dilatation of the small 
intestine and sigmoidoscopy showed a moderate 
granularity of the mucosa. Repeated serum protein 
estimations showed abnormally low levels. Despite 
blood transfusions, plasma infusions, and other sup- 
portive therapy the patient followed a downward 
course, complicated by pneumonia and hypocalcemic 
tetany. A 3 day fat-balance test showed that all the 
ingested fat was being excreted in the feces. Fifty- 
nine per cent of it was split. Four months after ad- 
mission the patient was sitting up enjoying his 
breakfast when he suddenly became cyanosed, 
passed into coma, and died within two hours. Post- 
mortem studies revealed evidence of severe inanition 
and wasting of all the tissues with dehydration. 
The diagnosis was tropical sprue. 

The authors comment on the fact that the stools in 
this case were very different from the bulky, greasy, 
pale, and gassy stools usually described in tropical 
sprue. It was surprising to find a normal glucose- 
tolerance curve with severe hypoproteinemia. Also, 
the degree of anemia was not severe and it was not 
markedly macrocytic. The extreme impairment of 
fat absorption in this patient has rarely been seen. 
The lack of response to specific therapeutic meas- 
ures kept the diagnosis doubtful until autopsy ex- 
amination. Harotp LaurMan, M.D. 
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Ileojejunal Insufficiency Arising from Faulty Anas- 
tomosis. C. F. J. Cropper and P. W. HoucHTon. 
Lancet, Lond., 1950, 259: 439- 

This is a case report of a 48 year old male patient 
whose condition was diagnosed as sprue in 1945. 
In that year he had undergone a posterior gastro- 
enterostomy for an active duodenal ulcer. Eight 
weeks after surgery he developed swelling of the 
legs and feet and an offensive diarrhea. The symp- 
toms became worse and he was treated for tropical 
sprue, but iron, liver, and vitamin therapy failed. 
His condition improved somewhat on a high protein, 
low fat diet. In 1949 he had three or four pale, 
bloody, soft, offensive stools per day. Periods of 
constipation occurred when his abdomen became 
even more distended than usual and he would then 
belch offensive flatus. 

The gastric fluid yielded a profuse growth of the 
Bacillus coli. A methylene blue enema stained the 
gastric fluid a pale green, confirming the presence of 
a fistulous tract from the stomach to the colon, but 
suggested a narrow and perhaps tortuous commu- 
nication. The barium enema showed a filling defect 
at the middle of the transverse colon, but no barium 
passed into the stomach. 

After a preliminary blood transfusion, laparotomy 
was performed. Six quarts of clear, pale ascitic 
fluid were liberated from the peritoneal cavity. All 
the tissues were very edematous. The patient’s con- 
dition began to fail and, therefore, a right subhepatic 
defunctioning colostomy was made and the wound 
was closed without adequate inspection of the sus- 
pected fistulous area. The colostomy produced the 
same type of stool as before and obstruction —- 
vened. 

At a second laparotomy there was again a large 
amount of free fluid. The small bowel throughout 
its length was at least 4 inches in diameter and very 
congested. When the small gut was exteriorized 
the stomach was found behind it, anastomosed at 
its greater curvature to the ileum 4 inches from the 
ileocecal valve. The stoma was 3 inches long and 
the terminal ileum below it had a twist through 
360 degrees which almost obstructed it. The anas- 
tomosis was apparently made under tension since 
the ileocecal bowel and the stomach were found 
stretched across the spine and inferior vena cava, 
compressing the vena cava. 

These findings explained the entire clinical pic- 
ture. The nutritional disorder was explained by 
the virtual exclusion of the small intestine; the of- 
fersive eructations and the infected gastric juice 
by the stoma; the recurrent distension by the twist- 
ed ileal termination; the failure to vomit by the 
ileum above the anastomosis because it served as 
a storehouse for food leaving the stoma until it 
could be forced through the narrows of the twisted 
bowel. The narrow tract in the x-ray films in the 
region of the duodenum was the ileocecal segment 
rotated and distorted on its way to the gastric stoma. 

The condition was relieved by separating the 
stomach and ileum, closing the gastric and ileal 
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stomas, and making an ileoileostomy above and be- 
low the site of the stoma. The stomach was not dis- 
turbed further. The coils of gut were deflated by 
needle puncture and returned to the abdominal 
cavity. The patient recovered remarkably. The 
duodenal ulcer for which the original surgical mis- 
adventure was undertaken had apparently healed. 
Haroip LAurMan, M.D. 


Medical and Modern Surgical Treatment of Chronic 
Ulcerative Colitis. O. Kaper. Acta med. scand., 
1950, 138: 328. 

The author reports the results of treatment in 
143 cases of chronic ulcerative colitis. The same 
poor results from medical treatment are obtained 
today as were obtained from 25 to 30 years ago in 
Denmark. Medical treatment in this series con- 
sisted of a large number of recommended remedies 
running the gamut from the application of silver 
nitrate solutions, potassium permanganate, tannic 
acid, and starch, to vitamins, blood transfusions, 
vaccines, and antibiotics. 

In the series presented 48 patients died and 32 
were severely incapacitated, most of them being 
completely unfit for work. In recent years much 
more encouraging results have been obtained by 
surgical treatment. However, in this series only 14 
patients were operated upon for symptoms arising 
directly from the disease. 

The author stresses the point that in order to 
obtain approximately similar results to those re- 
ported in America and England, surgical treatment 
must be considered much earlier in the disease and 
according to other principles than have heretofore 
been in vogue in Denmark. Kapel emphasizes that 
in any case in which the patient has been shown to 
have chronic ulcerative colitis and has been prop- 
erly examined, the gastroenterologist and the sur- 
geon should meet and discuss the treatment. It is 
suggested that when medical treatment has proved 
ineffective after, at most, 6 months, surgical treat- 
ment should be considered. 

Harorp LAurMan, M.D. 


Study of 8 Cases of Inguinal Appendicocele (Con- 
siderazioni su 8 casi di appendicocele inguinale). 
G. BERNARDINI and F. Marzo. Policlinico, sez. 
prat., 1950, 57: 886. 


Among 322 cases of inguinal hernia, the author 
encountered 8 patients with inguinal appendicocele. 
In 3 of them a congenital hernia and an ectopy of 
the testes were present, in 1 case a recurrent hernia, 
in 1 case a direct hernia, and in 3 cases an indirect 
hernia were present. 

The frequency of appendicocele, according to 
various statistics, ranged from 0.07 to 5 per cent. 
The appendix may be located in the region of the 
neck of the hernial sac and thus it may easily escape 
detection. In the majority of cases the appendix 
is found in the inguinal type of hernia; occasionally 
it may be found in a femoral, umbilical, or obturator 
hernia. Inguinal appendicocele is found twice as 
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frequently in the male as in the female. As a rule, 
the neck of the sac is rather wide. The contents of 
the hernia may consist of the appendix alone, or 
of omentum, cecum, or small intestines also. While 
acute appendicitis usually causes incarceration of 
the hernia, the reverse is not always true, as a 
normal appendix may be present in an incarcerated 
rupture. 

As to the pathogenesis of the condition, abnormal 
mobility of the cecum with a long mesentery, or an 
excessive length of the appendix, or formation of 
adhesions between the appendix and the testis 
during the embryonal life may be the responsible 
factors. 

The diagnosis is usually not made before oper- 
ation. Josera K. Narat M.D. 


Discussion on Conservative Resection in Carcinoma 
of the Rectum. F. p’ALLAINEs, C. NAUNTON Mor- 
GAN, and O. V. Lioyp-Davies. Proc. R. Soc. M., 
Lond., 1950, 1053: 697. 

F. p’AttaInEs. The idea of sphincter preserva- 
tion is not new. Lisfranc had the idea of it in 1829 
and the names of Kraske, Hochenegg, Goetze, 
Finsterer, and Mandl are well known. Conserva- 
tive operations have been revived recently because 
of studies of glandular invasion which indicate that 
there is very little danger of local recurrence 
in the region of the sphincter provided that the 
resection has been sufficiently high. Tumors above 
the peritoneal reflexion lend themselves much more 
favorably to conservative surgery than do tumors 
below the peritoneal reflexion. The proximity of 
the sphincter makes conservatism in surgery of low 
tumors more dangerous. Furthermore, the pres- 
ence of the middle hemorrhoidal vessels indicates 
the possibility of lymphatic metastases toward the 
pelvic wall in the lateral direction. Except for 
very early tumors (class A, Duke’s classification) 


conservative surgery seems illogical and dangerous © 


for subperitoneal tumors of the middle rectum. 
This author has performed 202 operations by the 
Kraske method (the sacroabdominal approach) and 
42 by Babcock’s technique (a derivative of the 
Hochenegg technique). He considers this opera- 
tion much less satisfactory with regard to post- 
operative control of the sphincter. Among the 202 
sacroabdominal operations there was a 6.9 per cent 
hospital mortality. In addition, there was a late 
postoperative mortality of 5 per cent up to 4 
months. There was a 50 per cent 5 year survival 
rate. Among the 42 Babcock operations there was 
an immediate mortality of 9.5 per cent and an 
additional late mortality of 2.3 per cent. The 3 
year survival rate for this series was 54 per cent. 
For comparison, after the classical abdominoperi- 
neal operation with removal of the sphincter the 
5 year survival rate is 35 per cent in this author’s 
hands. Although the latter figure does not com- 
pare favorably, he believes that this is due to the 
fact that the abdominoperineal excision is done 
for tumors which are indisputably more serious, 
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more liable to recur, and more metastatic than 
the tumors for which more conservative procedures 
are done. 

After the sacroabdominal operation, sphincter 
control was excellent in 77 per cent of the patients, 
fair in 19 per cent, and poor in 3.3 per cent. After 
the Babcock operation, sphincter control was ex- 
cellent in 1o per cent, fair in 59.5 per cent, and 
poor in 29.7 per cent. 

C. Naunton Morcan. The lymphatic spread 
from the lower rectum is reviewed. Based on 
anatomical and postmortem studies of many au- 
thors certain criteria for radical restorative resec- 
tion have been set up at the St. Mark’s Hospital. 
These are (1) site of growth, the lower margin of 
the neoplasm must not be lower than to cm. from 
the anus and must be above the peritoneal re- 
flexion; (2) size, if a growth is bulky or if there is 
evidence of marked extrarectal spread, a combined 
excision is advised; (3) histology, if there is either 
clinical or histological evidence that the growth is 
of the anaplastic simplex type then it would be 
better in most cases to do a combined excision; 
(4) build of the patient, in a short, fat subject with 
a small pelvis and fat-laden mesentery a restora- 
tive procedure may be unwise; and (5) anatomy 
of the colon and its vascular arrangement, the 
length of the sigmoid mesentery and its vascular 
arrangement will, as a rule, help to decide the ad- 
visability of attempting restoration of continuity. 

The following objections to restorative methods 
have been raised. These include (a) retention of 
a portion of colon or rectum which is a common 
site for the development of a second primary tu- 
mor; (b) the operation is not radical; (c) mortality 
(this is mentioned as an objection but the mor- 
tality compares favorably with that of combined 
excision); (d) morbidity; there was an increased 
morbidity in past results, but by limiting the 
operation to the transperitoneal approach as is 
done today, complications are rare; and (e) poor 
sphincter control. The Bacon and Babcock pro- 
cedures have been discarded at this clinic because 
of the loss of sphincter control. 

O. V. Litoyp-Daviges. The cases operated upon 
at the St. Mark’s Hospital are divided into two 
groups. The series is small because of the cautious 
approach to the subject at this institution. In the 
first group there were 29 restorative operations 
consisting of 7 abdominosacral excisions, 19 ab- 
dominoanal excisions, and 3 Bacon-Babcock opera- 
tions. In the second group there were 81 intra- 
abdominal rectal resections with anastomosis. Two- 
thirds of the operations performed were done before 
the days of bowel chemotherapy and were done 
in three stages. The first stage consisted of trans- 
verse colostomy and exploration, the second stage 
consisted of resection and anastomosis, and the 
third stage consisted of closure of the colostomy. 
In the two-stage operation the transverse colos- 
tomy or cecostomy was performed at the time 
of the resection and anastomosis. 
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Among 7 cases of abdominosacral operation there 
was 1 death from bronchopneumonia, 3 local re- 
currences, and 3 survivors for more than 13 years. 
Among 19 abdominoanal cases there were 16 radi- 
cal operations and 3 palliative operations because 
of liver metastases. Six patients had local recur- 
rences within 6 years. Five patients died. Ten 
patients are alive and well from 3 to 5 years post- 
operatively. Of 3 patients treated by the Bacon- 
Babcock operation none had rectal sensation or 
true control. One of these had a local recurrence. 

Since November, 1945 81 intraperitoneal rectal 
resections with anastomosis were performed, from 
which 6 patients died. Of the 81 operations 21 
were palliative. In 14 of the 75 survivors compli- 
cations occurred. Three of these were intestinal 
obstruction, which caused the death of 2 of the 
patients after surgery elsewhere. In a series of 
over 1,000 combined abdominoperitoneal excision 
operations recently investigated, the postoperative 
incidence of small bowel obstruction occurring 
within 5 years of the operation was 4 per cent. 
With regard to the late results in the 55 patients 
who underwent radical operation and survived sur- 
gery for more than 3 months, 4 patients have de- 
veloped recurrences. Lloyd-Davies concludes that 
today we are justified in regarding a certain pro- 
portion of rectal growths situated above the peri- 
toneal floor as suitable for radical restorative sur- 
gery, provided the criteria mentioned are kept in 
mind and over-enthusiasm does not distort the 
judgment of the surgeon. Harotp Lauran, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


The Growth Conditions of Gall Stones and Some 
Related Problems. RupoLtF BRANDBERG. Acta chir. 
scand., 1950, 100: 41. 

The case histories of 54 patients in whom the size 
of the gall stones could be estimated on at least 2 
occasions, with at least 1 year interval, are reviewed 
by the author. The stones, in the majority of cases, 
showed growth, though at varying rates. Ina smaller 
number of cases, the size of the stones remained 
stationary. This latter finding was made when 
numerous concrements were found in the gall bladder, 
from which the author draws the conclusion that the 
arrest of growth is due to lack of material necessary 
for the increase in size, that is, concentrated bile. 

The length of the past history cannot be used for 
estimation of the time that the patient has had gall 
stones. When concrements occur simultaneously in 
the gall bladder and ductus choledochus, those in the 
common duct are, in the majority of cases, of the 
same size as the largest gall bladder stone. In a 
minority of cases, they are smaller, and only in ex- 
ceptional cases are they larger. As common bile 
duct calculi must be assumed to have been present 
for a considerable time, there seems to be reason to 
believe that stones in the common bile duct grow at 
a fairly similar rate to those in the gall bladder. 


Common duct calculi that have escaped or have 
been operatively removed a considerable time after 
cholecystectomy usually have the same size as the 
stone present earlier in the gall bladder. On account 
of this and for other reasons it may be assumed that 
after a cholecystectomy, stones in the common 
bile duct either grow very slowly or remain at a 
standstill with respect to their size. 

The different growth rates of common bile duct 
stones, when the gall bladder is present and when it 
has been extirpated, can be explained by the fact 
that in the former case there is concentrated biliary 
bile in the common duct while in the latter, this duct 
contains only thin hepatic bile. 

OrvILLE F. Grimes, M.D. 


Observations on Bile-Acid Enteroliths with an Ac- 
count of a Recent Case. GEORGE ARMITAGE, F. 
S. FowweaTHER, and A. S. JOHNSTONE. Brit. J. 
Surg., 1950, 38: 21. 

Bile salts, like cholesterol and bile pigments, are 
norma! constituents of bile, but while solid deposits 
containing cholesterol and bile pigments, i.e., gall- 
stones, are common, solid deposits of bile salts do 
not occur. This is because the bile salts are very 
soluble in water and body fluids. The free bile 
acids, however, are relatively insoluble, and are 
readily deposited from solutions containing bile 
salts, if these solutions are made sufficiently acid. 
The principal bile acids whose salts are normally 
present in human bile are cholic acid and deoxy- 
cholic acid; one, which is less well known, cheno- 
deoxycholic acid, may also be present, sometimes 
in appreciable amounts. Probably most, if not all, 
of the unconjugated deoxycholic acid which finds 
= into the intestine is in the form of choleic 
acid. 

The authors describe a woman, aged 73 years, 
who showed widespread duodenal and jejunal diver- 
ticulosis, and from whom two large choleic-acid 
enteroliths were removed. The factors which may 
be responsible for the formation of choleic-acid 
enteroliths have been discussed. It has been shown 
that, of the bile acids usually present, choleic acid 
is much the most likely one to be precipitated at 
the reaction normally found at the site of formation 
of these enteroliths. Such enteroliths are unlikely 
to be produced unless the choleic-acid content of 
the bile is greater than that usually found. Whether 
this change in the bile composition is due to he- 
patic or biliary disease, or is within the limits of 
normal variation, cannot be decided on our pres- 
ent knowledge. Other probable factors are hyper- 
chlorhydria and the presence of retained indigestible 
material in the upper part of the small intestine. 

RoBERT TURELL, M.D. 


Further Studies on Factors Influencing Liver Injury 
and Liver Repair. I. S. Ravpin and Harry M. 
Vars. Ann. Surg., 1950, 132: 362. 


The reduction in functional capacity of the liver, 
which at times occurs subsequent to anesthesia and 
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operation, is largely due to anoxia. This takes place 
during anesthesia from failure of oxygen supply. It 
may occur during operation from any condition 
which impedes blood flow to the liver, even when the 
circulating blood is well oxygenated, or from a re- 
duced blood flow, such as occurs in shock. The plac- 
ing of retractors along the right free border of the 
gastrohepatic omentum interferes with the blood 
flow to the liver and may result in acute hepatic cel- 
lular degeneration and necrosis. The importance of 
minimizing gastric and intestinal distention in pa- 
tients with extensive liver injury is emphasized be- 
cause it may impede hepatic blood flow during the 
postoperative period. Morphine and the barbitur- 
ates which adversely affect the respiratory exchange 
are poorly tolerated by patients with liver injury. 

An adequate intake of protein and of an optimal 
number of calories in the preoperative period is im- 
portant because repair can be begun and functional 
capacity improved before the patient is subjected to 
the assault of anesthesia and operation. The bene- 
ficial effect of protein repletion prior to operation is 
demonstrated by comparing prothrombin determin- 
ation before and after operation in patients with 
hepatic disease. A mean fall in the prothrombin con- 
centration on the second postoperative day was 
found to be 10.3 per cent in the well fed group, while 
in the patients who had been on a poor dietary 
intake, the mean decline in concentration on the 
second postoperative day was 26.2 per cent. 

In addition to anoxia, the exposure to hepato- 
toxins and certain bacterial and viral infections re- 
sults frequently in liver necrosis. Aureomycin is ad- 
vised for acute cholangiohepatitis because of its wide 
antibacterial spectrum. Although this antibiotic ex- 
erts no effect on the underlying cause of the cholan- 
giohepatitis, control of the active infection permits 
operation for the removal of common duct obstruc- 
tion under much more favorable circumstances. 

The importance of diet in the repair of the 
damaged liver is emphasized. It is pointed out that 
the diet should be rich in carbohydrates and pro- 
teins, and may contain as much as 30 per cent of the 
total calories as fat. Such a dietary regimen will 
even facilitate liver repair in the presence of recur- 
rent cholangiohepatitis. Curtis Artz, M.D. 


The Surgical Treatment of Jaundice. Periarterial 
Sympathectomy of the Hepatic Artery (Chir- 
urgie des ictéres “par hépatite’’; la sympathectomie 
péri-artére hepatique). P. Matiet-Guy, J. FeEr- 
OLpI, and L. Etcnouz. Lyon chir., 1950, 45: 959, 


Mallet-Guy operated upon 8 patients with jaun- 
dice, by means of a periarterial sympathectomy of 
the hepatic artery, a procedure reported upon pre- 
viously. 

The experimental background for this operation is 
found in the writings of R. Leriche; its success de- 
pends upon removal of vasoconstrictor nerve fibers 
from the arterial circulation of the liver. 

In 4 patients jaundice was caused by hepatitis, 
in 3 by portal cirrhosis, and in 1 by biliary cirrhosis. 
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The operation was followed by the disappearance 
of jaundice in all except the two patients whose 
jaundice was of the longest duration (7 months 
and 22 months). 

The authors conclude that the operation is useful 
early in the course of the jaundice, and that it is 
contraindicated if the jaundice is of long duration. 

FREDERICK W. PREsTON, M.D. 


Voluminous Unilocular Cystadenoma of the Liver 
(Voluminoso cistadenoma uniloculare del fegato). 
Domenico Divetta. Policlinico, sez. chir., 1950, 57: 
162. 


A man 69 years of age was admitted to the 
hospital with complaints of tumefaction in the right 
upper quadrant of the abdomen, of 1 year’s dura- 
tion. The tumefaction was slowly but steadily 
increasing in size and was responsible for a sensation 
of heaviness, without causing jaundice or pain. 

The physical examination revealed a large tume- 
faction with a smooth surface, and of elastic con- 
sistency and fluctuation, occupying the epigastrium 
and the right hypochondrium. The overlying skin 
was normal. Roentgenograms revealed an abnor- 
mally high position of the right diaphragm and a 
cystic mass, mobile on respiration, adjoining the 
lesser curvature of the stomach. 

A diagnosis of cyst of the liver was made. Oper- 
ation disclosed a large cyst in the right lobe of the 
liver, containing 4 liters of a thick, clear, mucous 
fluid. The sac was partially resected and the cyst 
was marsupialized. 

The histologic examination showed fibroepithe- 
lial formations of adenomatous type, with a papil- 
lary aspect and a tendency to solid proliferation. 
The cells varied from simple, cylindrical type 
cells to polygonal formations resembling liver struc- 
ture. 

A follow-up examination 2 years after the oper- 
ation showed the patient to be in good health but 
with a persistent fistula. JosepH K. Narat, M.D. 


Hydrops of the Gall Bladder, Hydrops Vesicae 
Felleae, Diagnosed as an Ovarian Cyst (Wodniak 
woreczka zétciowego, Hydrops vesicae felleae, roz- 
pe jako torbiel jajnikowa). JANINA RyLt- 

ARDZEWSKA. Gin. polska, 1950, 21: 127. 


A 50 year old country woman, of not too great in- 
telligence, had had 3 normal deliveries; the fourth 
and last pregnancy was terminated by an abortion. 
For a long time she had experienced pains in the 
lower abdomen, which during the past 3 years had 
become more pronounced. The patient was con- 
scious of a tumor and claimed that it moved at times 
of physical stress, that is, it would seem to rise 
higher in the abdomen. Twelve days previously the 
pains had become so severe that consultation with 
the local physician had resulted in a diagnosis of 
ovarian cyst and referment of the patient for oper- 
ation. 

The abdomen was irregularly enlarged, somewhat 
more on the right side. The tumor was the size of a 
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child’s head, in the lower region of the abdomen, and 
seemed to be attached to the pelvic organs; however, 
it was freely movable. The mass was dull to-per- 
cussion and no connection could be demonstrated 
with the liver dullness. The final preoperative diag- 
nosis was, again, ovarian cyst. 

Laparotomy uncovered a mobile, smooth, cystic 
tumor which was more or less bound to the surround- 
ing structures, including the right horn of the uterus. 
When these adhesions were loosened, however, the 
cystic mass could be followed to its attachment to 
the region of the under surface of the liver and could 
be identified as hydrops of the gall bladder. The 
cystic mass was removed by amputation at the neck 
of the gall bladder. In addition to gall stones, the 
huge sac contained a grumose, milky-grayish fluid. 
Recovery was uneventful. 

After the operation the patient was again submit- 
ted to a detailed and searching inquisition with re- 
gard to her past illnesses. She was not too intelligent 
but seemed to understand the problem and neverthe- 
less persisted in denying that she had ever suffered 
from even a trace of jaundice and that she had never 
vomited or experienced other symptoms suggesting a 
gall bladder involvement. 

The author has been able, in the available medical 
literature, to find quite a number of instances (19) 
wherein other abdominal conditions have given rise 
to a mistaken diagnosis of ovarian cyst; however, 
there have been only 4 (Collinson, 1909; Mayer, 
1924; Stevens, 1926; Horvat, 1931) in which the 
gall bladder was explicitly at fault. The author’s 
case, therefore, comprises the fifth. 

After discussing the diagnosis and differential 
diagnosis of these two conditions at length, the 
author admits that none of the present techniques 
has as yet proved reliable against the error in diag- 
nosis here discussed. Joun W. Brennan, M.D. 


A Comparison Between Choledocholithiasis and 
the Simple Lithiasis of the Gall Bladder (Ge- 
genueberstellung der Choledocholithiasis und der 
Steinerkrankung der Gallenblase). R. DEmet. J. 
internat. chir., Brux., 1950, 10: 255. 

The author believes that although cholelithiasis is 
a well known and frequently treated problem in the 
surgical literature, not enough emphasis is given to 
the distinction between lithiasis of the common bile 
duct and lithiasis of the gall bladder only. 

The different localization of the stones produces 
important changes in the clinical aspect of the 
disease, also the choice of the surgical intervention, 
and, finally, in the results of the treatment. 

Demel based his report on his own experiences, 
comparing his findings with those obtained by other 
surgeons in the course of the past 50 years. Chole- 
docholithiasis, he states, is a frequent disease. Dur- 
ing the period from 1946 to 1949, 20.1 per cent of a 
group of 66 patients suffering from gall stones had a 
calculus in the common bile duct. The actual in- 
cidence may have been even higher because many 
stones pass spontaneously. 
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The most important symptom in choledocholithi- 
asis is the icterus. In the author’s cases it proved to 
be the most constant one too, as it appeared in the 
history of 84.8 per cent. At the time of the opera- 
tion, there was an icterus in 74.2 per cent of his 
patients. The mortality rate of jaundiced patients 
during operation and after operation was higher in 
both affections compared with that of patients who 
had never had an attack of icterus. In choledo- 
cholithiasis, especially, icterus is a serious complica- 
tion, usually of long duration and accompanied by 
infection of the biliary ducts, by severe disturbances 
in the liver function, and not infrequently by acute 
and subacute forms of pancreatitis; whereas in sim- 
ple lithiasis of the gall bladder, icterus is usually 
mild, of short duration, and very rarely complicated 
by pancreatitis. 

The procedure used by the author in most in- 
stances was supraduodenal choledochotomy. In the 
big majority of his cases he did not apply primary 
sutures, and most of the ducts were drained. Retro- 
duodenal and transduodenal choledochotomy were 
performed only in the rare cases in which the stone 
was impacted in the ampulla. Choledochoduodenos- 
tomy seemed to be the safest intervention when the 
stone was in the lowest part of the common bile duct. 
The same operation proved to be the most advisable 
in cases in which there were numerous small 
stones in the intrahepatic ducts throughout the 
biliary tract. 

The author believes that with the operative proce- 
dures described satisfactory results can be obtained 
and that most of the postoperative complications, es- 
pecially those requiring reoperation, can be excluded. 
Complete relief of symptoms can be expected with 
greater confidence after removal of the stones from 
the common duct than after simple cholecystectomy. 

Ouca M. Harine, M.D. 


So-Called Primary Inflammatory Stenoses of the 
Hepatic Duct and Their Pathogenesis (Ueber 
sog. primaer entzuendliche Hepaticusstenosen und 
ihre Entstehungsursachen). ALBERT G. WEYER. 
Chirurg, 1950, 7: 395. 

Whereas postoperative stenoses of the extrahepatic 
bile ducts are quite frequent, primary stenoses of 
inflammatory origin are extremely rare; many sur- 
geons with extensive experience in this field believe 
that they do not occur at all. 

The author describes 2 pertinent cases in which 
operation confirmed the presence of primary inflam- 
matory stenosis. He emphasizes the importance of 
cholangiography in establishing the diagnosis and 
ruling out malignancy. 

From the study of the 2 cases observed and others 
which were reported in the literature, the author ar- 
rives at the conclusion that three factors contribute 
to the genesis of these stenoses: (1) congenital anom- 
alies, () disturbances in the blocking mechanism 
of the hepatic duct, and (3) impaction of a stone 
in the distal portion of the duct. 

WERNER M. Sotmitz, M.D. 
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Primary Carcinoma of the Hepatic Duct; Resection 
with Hepaticoduodenostomy (Carcinoma primi- 
tivo del dotto epatico, Resezione seguita da epatico- 
duodenostomia). Mario RIccIARDI and GUGLIELMO 
Cameo. Policlinico, sez. prat., 1950, §7:977- 


Carcinoma of the biliary tree is most common be- 
tween the ages of 50 and 60 and is more often seen 
in men than in women; however, gall stones are not 
found as frequently in this condition as in carcinoma 
of the gall bladder. 

The most common sites for duct carcinoma are in 
the common duct (30 of 75 cases), at the junction of 
the cystic and common ducts (26 of 75 cases), and 
in the hepatic duct (19 of 75 cases). 

The tumor is slow to metastasize at a distance, 
usually involving the local glands and often invading 
the liver, gall bladder, and stomach. 

The symptoms are those of obstructive jaundice, 
cachexia, and right upper quadrant distress. If the 
carcinoma is below the level of the cystic duct the 
gall bladder is often palpable. Death usually results 
in from 6 to 8 months as a result of cholemia and 
hemorrhage. In the differential diagnosis, pancreatic 
malignancy and cholelithiasis must be given consid- 
eration. 

The authors report the case of a small papillary 
carcinoma of the hepatic duct in a patient with ob- 
structive jaundice. The tumor with a segment of 
the hepatic and common ducts and the gall bladder 
were excised en bloc. The distal stump of the com- 
mon duct was ligated and an anastomosis between 
the proximal hepatic stump and the duodenum was 
carried out over a rubber tube splint. The tube was 
passed 3 weeks after the operation. The patient was 
discharged 2 months after the operation with com- 
plete remission of the jaundice, and he was gaining 
weight. Georce L. Naro1, M.D. 


Study of the Pancreatic Serum Enzymes Following 
a Secretin Injection in Pancreatic Affections. 
Mieczystaw S. LopusniAk and Henry L. Bockus. 
Gastroenterology, 1950, 16: 294. 


The concentration of the serum amylase and 
serum lipase was determined over a period of 24 
hours following the intravenous injection of 80 
units of Wyeth’s secretin in a control group and in 
patients with pancreatic affections and steatorrhea. 

In the control group of 18 persons there was no 
significant increase in the concentration of pan- 
creatic serum enzymes after the secretin injection. 

Sixteen tests were performed on g patients at 
varying periods following attacks of pancreatitis. 
If the test was performed when the fasting enzyme 
concentration was still increased, a further rise in 
enzyme concentration occurred. Even after the 
fasting enzyme level returns to normal a positive 
serum secretin test may occur if the time interval 
following the attack does not exceed 10 weeks. 
Under such circumstances the test has value when 
performed on the patient who is being studied for 
the first time to account for previously severe 
abdominal pain. 
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Twelve tests were performed on 8 patients with 
evidence of advanced pancreatic insufficiency as 
determined by the duodenal intubation procedure, 
and by the presence of steatorrhea, calcification, 
and diabetes. No appreciable serum enzyme re- 
sponse to secretin stimulation occurred. A nega- 
tive test in patients of this type tends to exclude 
obstruction and favor destructive changes in the 
pancreas to account for the pancreatic insufficiency. 

Twelve tests were carried out on 11 patients with 
a proved malignant neoplasm involving the pan- 
creas or main bile duct. In 6 patients with extensive 
disease of the body of the gland the test was nega- 
tive. In 2 instances a striking rise in one or both 
serum enzymes occurred following a secretin in- 
jection in patients whose fasting enzyme concen- 
trations were normal. The carcinoma was in the 
region of the head of the pancreas in both patients. 
It is suggested that the serum secretin test be em- 
ployed in patients with normal fasting serum enzyme 
levels if carcinoma of the pancreas is a possibility. 

Eight tests were performed in 6 patients sus- 
pected of having idiopathic steatorrhea. In pa- 
tients without other evidence of pancreatic dys- 
function (duodenal intubation procedure and stool 
nitrogen) no serum enzyme response to secretin 
was obtained. In 3 patients in which a pancreato- 
genous element was suspected by other tests the 
serum secretin test was positive. The diagnostic 
implications of this finding are discussed. 

This study suggests that increases in the serum 
lipase concentration occur more often than those 
in serum amylase. The explanation for this disso- 
ciation is being sought. 

We believe that the serum secretin test has value 
in the study of some patients suspected of having 
pancreatic disease. The simplicity of the test adds 
to its field of usefulness. Used alone it is of less 
value than the combined serum and duodenal pro- 
cedure in the critical study of pancreatic function 
and disease. CHARLES Baron, M.D. 


MISCELLANEOUS 


Choleperitoneum: Experimental Contribution to 
Its Physiopathology (Coleperitoneo: contribucion 
experimentala su fisiopatologia). JUAN B. CARPANELLI 
and Jorce A. FERREIRA. Rev. As. méd. argent., 
1950 ,64: 251. 

To evaluate the effect of bile and of some of its 
components injected into the peritoneal cavity, and 
also the changes which these substances produce in 
the various organs, the authors have used adult rab- 
bits weighing from 2 to 3.5 kgm. In some animals 
they injected sterile human bile obtained by direct 
puncture of the gall bladder or by drainage of the 
choledochus, in others they utilized the bile of the 
animal itself, and in still others they used solutions 
of various biliary salts. Finally, to determine the 
changes in absorption caused by bile in the peri- 
toneal membrane, they injected Chinese ink alone 
or combined with bile or biliary salts. 


354 


The injection of sterile bile revealed relatively 
good tolerance on the part of the animals: 1 was 
given 250 c.c. and another 160 c.c. injected slowly 
drop by drop; both animals survived. When bile of 
the animal itself was used, the toxic and degenera- 
tive phenomena were more severe and the animal 
died as a result of the lesions. The injection of 
human bile was well tolerated even by the animals 
who had been injected several times. The changes 
caused by the injection of bile consisted of immediate 
shock with dyspnea, polypnea, and agitation, and 
the severity of these symptoms corresponded to the 
speed of the injection; this was followed by con- 
tracture of the posterior extremities and, later, by 
paralysis with more or less rapid recovery. Autopsy 
showed little free fluid in the peritoneal cavity even 
in the animals that died from the effects of bile. 

The histologic lesions were: in the liver—conges- 
tion of the central lobule and spaces of Kiernan, 
biliary impregnation, and cellular degeneration; in 
the kidney—congestion, vacuolar degeneration of 
the tubules, calcium precipitate in the lumen of the 
tubules, and glomerular changes with increase of the 
subcapsular space; in the heart—degenerative le- 
sions of turbid and waxy swelling type; and in the 
diaphragm—dissociation of the muscle fibers by 
lymphoplasmocytic infiltration. 

The injection of 5 c.c. of 6 per cent sodium tauro- 
cholate and a second injection after an adequate 
interval were tolerated, and autopsy revealed macro- 
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scopic and microscopic lesions more marked than in 
the first group. 

The injection of a solution of sodium cholate 
showed that this component of bile had the greatest 
toxicity. Nearly immediately after the injection 
the animal let out a cry which was followed by in- 
tense excitement, marked dyspnea, and paralysis of 
the posterior extremities within a few minutes; 
death occurred in a few hours. The severity and 
duration of shock were proportional to the concen- 
tration of the solution and the speed of the injec- 
tion. Autopsy revealed the presence of clear sero- 
sanguineous fluid free in the peritoneal cavity; the 
viscera were greatly congested and the histopathol- 
ogic lesions were similar to those resulting from the 
injection of bile and the other biliary salts. 

The injection of sodium taurocholate and Chinese 
ink as compared with the injection of Chinese ink 
alone showed that absorption by the peritoneal 
membrane was decidedly increased. 

Of 24 patients, most of them with biliary peri- 
tonitis secondary to acute cholecystitis, 13 (54.25 
per cent) died and 8 of these underwent autopsies. 
The anatomopathologic lesions found may be sum- 
marized as follows: in the liver—congestive and de- 
generative processes; in the kidneys—degeneration 


_of the tubules, congestion, edema, and retraction 


of the glomeruli; in the suprarenals—changes in the 
medulla; and in the heart—fatty degeneration and 
turbid swelling. Ricuarp Kemet, M.D. 


GYNECOLOGY 


UTERUS 


Cervicitis and Its Treatment with Electrocoagula- 
tion (Die Zervizitis und ihre Behandlung durch 
Elektrokoagulation). Paut RoHWEDDER. Geburtsh. 
& Frauenh., 1950, 10: 463. 

Cervicitis with erosion is a very frequently en- 
countered gynecologic condition in general practice. 
Of 500 new female patients, cervicitis was present 
in 202 instances. 

Among 250 cases of cervicitis observed by, the 
author, only 2, in his opinion, showed congenital 
erosions; 217 were found to have acquired erosions, 
84 of the latter being small, and 133 being large and 
marked. 

The clinical symptoms varied. Of the 250 pa- 
tients, 234 complained of leucorrhea, 94 had back- 
ache and leg pain, 86 had backache alone, and 22 
had only leg discomfort. The backache complained 
of was usually in the small of the back and possibly 
arose from cervical inflammatory processes involving 
the parametrium and its lymph channels. Cervi- 
citis is also causative in the production of sterility, 
dysmenorrhea, and arthritic and rheumatic pains. 

The author recommends electrocoagulation as 
the treatment of choice, and believes this method 
to be the quickest, the safest, the simplest, and less 
likely than others to produce cervical stenosis. 

Warren R. Lane, M.D. 


Capillary Hemangioma of the Uterus (Haeman- 
giome capillaire de l’uterus). J. DE Cam- 
pos. Rev. clin. inst. maternal, 1950, 3:7. 


The author presents a case of diffuse capillary 
angioma of the endometrium, a counterpart of which 
he was unable to find in the literature. By the ex- 
tension of the angioma to the entire mucosa of the 
uterus it resembled Cohen’s case which seems to be a 
corresponding malignant form in which, according to 
Cohen, there are giant cells (sarcoma of the 
mucosa?). 

A woman, aged 60, had had regular menstruation 
periods up to the age of 5634 years when they 
stopped abruptly, and after which she had ill-defined 
discomfort in the pelvis and pain radiating toward 
the kidneys. In the summer of 1949, while at stool, 
she had intense pains and simultaneously developed 
pollakiuria with clear urine. In December, 1949, 
while doing her housework, she suddenly had an 
abundant flow of bloody fluid which continued with 
the same severity for 2 days and then decreased 
somewhat during the subsequent days. Later on, 
she had an attack of intense pain accompanied by 
hemorrhage which lasted about an hour and con- 
tinued for a few days; a few days later, she had 
another hemorrhage which was more persistent. 
She was then admitted to the hospital and subjected 
to total hysterectomy. 


Examination of the specimen showed a uterus 
that. was twice the size of a fist and had a wall vary- 
ing in thickness from 2.5 to 3.5 cm. The mucosa 
was unrecognizable and replaced by a grayish red 
zone having a spongy character and a thickness rang- 
ing from ‘1.5 to 2.5 cm., delimited internally by a 
thin pellicle which, on being detached, revealed small 
triangular cavities. Histologic examination of sec- 
tions taken from different parts of the uterine wall 
always showed a similar structure. No mucosa 
could be found anywhere; in its place there was a 
tissue which at certain points was four to five times 
as thick as normal mucosa and had a spongy struc- 
ture formed by small cavities delimited by endo- 
thelium. The size of these cavities seldom exceeded 
that of capillaries and occasionally reached that of 
venules. The cellular elements of the endothelial 
covering were clearly individualized, protruding and 
sometimes swollen in transverse as well as longitu- 
dinal sections. Some of these capillaries were filled 
with blood, but most of them were empty. Sepa- 
rating the capillaries were thin connective tissue 
fibers which in some places formed bundles that were 
occasionally hyalinized. 

The spongy aspect was always more pronounced 
in the internal third of the layer where fibrous tissue 
was rare. There were zones in which the abundant 
cellular elements delimited irregular spaces in the 
form of fissures giving the tumor the aspect of a 
cylindroma. In contact with the myometrium there 
were small and average-sized arteries presenting 
partial obliterating endarteritis. The tumoral forma- 
tion stopped suddenly at the muscular layer in which 
the vessels were normal. 

The diagnosis was diffuse capillary hemangioma 
of the uterus (endometrium). No other diagnosis 
was possible and the tumor was of a benign type 
because all the capillaries were lined by a single 
layer of endothelial cells. There were no signs of 
atypical character and there was no infiltration in 
depth, but instead there was a perfectly clear-cut 
separation from the myometrium. 

RicHARD KEMEL, M.D. 


Adenoacanthoma of the Corpus Uteri with Ovarian 
Metastases (Adenoacantoma do corpo uterino com 
met&stases ovarianas). OCTAVIANO ALVES DE Lima 
F.° and M. L. M. Tavares DE Lrua. An. clin. gin. 
fac. univ. S. Paulo, 1949, 3: 69. 


The fourth case reported in the world literature of 
ovarian metastasis in adenoacanthoma of the corpus 
uteri is presented by the authors. A 53 year old 
nullipara whose menstrual bleeding had become 
scant and irregular for the past 2 years (menopause) 
and who had been suffering for the past month with 
pains in the right iliac fossa, had been losing weight 
for the past month and a half. The pains were of 
variable intensity and were worse when the patient 
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was on her feet. She had been married for 30 years 
and had never been pregnant. 

A moderate anemia and tendency toward high 
blood pressure required a preoperative preparatory 
period which lasted 17 days. The operation dis- 
closed a huge, bluish gray, firm, cystic tumor filling 
the entire pelvic cavity and a large portion of the 
abdominal cavity. The mass was adherent to the 
intestinal loops, the epiploon, and the posterior 
surface of the body of the uterus. It consisted of 2 
main portions, a smaller mass occupying the left 
iliac fossa and a larger one filling practically the 
entire right half of the abdomen. The uterine corpus, 
between and more or less adherent to the 2 lateral 
masses, was itself enlarged and quite hard in texture. 
The 2 lateral tumors had each taken origin from the 
corresponding ovary. 

The 2 ovaries and appended tumors were removed 
first and then the panhysterectomy was completed. 
During the operation, which required more than 3 
hours, the patient was given a liter of blood by 
transfusion. 

Macroscopically, the uterus was found to be en- 
larged and firm, and its cavity was filled with a 
friable, whitish, necrotic-appearing mass of neo- 
plastic tissue. The tissues inside of the two ovarian 
tumors also presented a necrotic appearance, the 
cystic formation containing a dense, yellowish green 
pus. The tubes were unchanged. 

Microscopically, the endometrium of the uterus 
was found to be replaced by neoplastic tissue in 
the form of irregular, proliferating glandular struc- 
tures alternating with areas of solid cell masses. 
The glandular structures were lined with a cylindrical 
epithelium in one or more layers. Among these cells 
was little polymorphism and but few mitotic forms. 
The solid cellular masses were composed of atypieal 
malpighian epithelium. In some places the latter 
type of epithelial proliferation was seen to be con- 
tinuous with the epithelium lining the glandular 
structures, projecting in the glandular lumens or 
projecting externally, and even penetrating the 
basal layer of the gland. The centers of these cell 
masses were constituted of keratin and portrayed 
an intense inflammatory infiltration. Even in the 
tissues surrounding these masses there was evidence 
of inflammatory infiltration. 

Some of the cells of the cylindrical lining of these 
glandular elements showed the vesicular nuclei 
characteristic of those of malpighian epithelium, 
and there were transitional forms from the mal- 
pighian to the cylindrical epithelial cells. 

Microscopically, the ovarian tumors showed a 
predominance of the glandular type of proliferation 
as against that of the solid cell masses; however, here 
again, transitional forms between the two types of 
proliferation were easily distinguishable. 

On the whole, in the ovarian neoplasms there was 
a predominance of cystic formations and the stroma 
was, on the whole, scarce; however, in places the 
connective tissue component was more plentiful and 
in places formed elevations within the cystic lumens, 


INTERNATIONAL ABSTRACTS OF SURGERY 


the projections being covered with a layer, or with 
masses, of cylindrical epithelium, or of stratified, 
atypical pavement epithelium. 

Postoperatively, the patient was given 27 roent- 
gen irradiations up to a total dosage of 8,100 roent- 
gens. Nine months later she was re-examined and, 
so far as the clinical examination could reveal, was 
free of recurrence and of metastasis. 

Joun W. BRENNAN, M.D. 


Contribution to the Study of the Etiology and Pre- 
vention of Cancer of the Cervix of the Uterus. 
FABIEN GAGNON. Am. J. Obst., 1950, 60: 516. 


The author analyzes the theory that cervicitis is 
a basic cause of carcinoma of the cervix. Many 
gynecologists have stated that they have found no 
cancer among women who had been treated and 
cured of cervicitis. Therefore, cancer of the cervix 
should not exist among women whose social state 
and mode of life protect them from the usual causes 
of cervicitis or irritative lesions, namely, nuns. 

A survey of the medical files of 13,000 women was 
carried out in many different convents, covering a 
period of 20 years. Not one record of cervical cancer 
was found, and only 14 cases of carcinoma of the 
corpus uteri were discovered, of which 12 were con- 
firmed histologically, 1 was diagnosed in the course 
of an operation, and 1 was diagnosed clinically. By 
taking Meigs’ index of frequency, 6 to 1, for the ratio 
of cervical carcinoma to corpus carcinoma, there 
should have been, with 12 cases of corpus carcinoma 
histologically confirmed, 72 cases of carcinoma of the 
cervix. These surprising results prompted the author 
to search the pathological files of two large hospitals 
in Montreal, of pathological diagnostic centers, and 
of radium treatment centers, for records of uterine 
cancer among nuns. From this source, totalling over 
140,000 reports, he obtained 19 cases of carcinoma 
of the corpus and 3 cases of carcinoma of the cervix, 
both confirmed histologically. If the same 6 to 1 
ratio were applied, there should have been 114 cases 
of cervical cancer. 

Based on these statistics, the author feels justified 
to assume that cervicitis is an obligatory etiologic 
factor for carcinoma of the cervix. Theoretically, 
therefore, it should be possible to bring about the 
disappearance of cancer of the cervix by systemic 
treatment and eradication of cervicitis. 

HERBERT TEICHNER, M.D. 


*py the Abdominal 
Route (La a par 
voie abdominale). J. L. Brenier. J. chir., Par., 
1950 , 66: 557. 


The author describes in detail the technique of a 
modified Wertheim operation; in addition to the 
uterus, the roof of the vagina, and the adnexa, he 
extirpates the entire lymphatic system of the pelvis. 
He believes that it is unsatisfactory to extirpate only 
those lymph nodes which the surgeon suspects to be 
invaded as this procedure involves the grave danger 
of spreading cancer cells during the intervention. 
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The anatomy of the lymphatic system of the pelvis 
is described in detail. Three pedicles of the lymph 
vessels course from the cervix on each side and drain 
into the external iliac, hypogastric, sacral, and 
middle hemorrhoidal nodes. The uterine body is 
also supplied by three pedicles which drain into the 
preaortic and lateroaortic, inguinal, and external 
iliac nodes. 

In addition to these vessels and nodes, the hypo- 
gastric sheath which includes the prevesical aponeu- 
rosis and the retrorectal fascia is removed also. 

The author gives a detailed description of the 
technique of this formidable operation with many 
pictures. It seems that he performed the inter- 
vention in 3 cases only. All 3 patients had an 
uneventful recovery. WERNER M. Sotmitz, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


A Case Report of Dysgerminoma of the Ovary 
(Presentazione di un caso di disgerminoma ovarico). 
GUISEPPE PICINELLI. Amn. ostet. gin., 1950, 72: 595. 


A nullipara, aged 20 years, began to experience a 
sensation of heaviness in her lower abdomen a few 
months before entry. A few days before admission 
she developed pains, especially in the left lower 
quadrant of her abdomen. Her menses were regular 
and slightly painful. 

The physical examination revealed an oval, mo- 
bile mass of hard consistency in the left iliac fossa 
and free fluid in the abdominal cavity. The diag- 
nosis of a solid tumor of the left ovary was made. 

The laparotomy revealed a moderate amount of 


serosanguineous fluid in the peritoneal cavity. The 
left ovary was transformed into a pedunculated, 
nodular, solid tumor, the size of a newborn head. 


The uterus was normal. The right ovary was 
microcystic. Both adnexa were removed and a sub- 
total hysterectomy was done. Postoperative x-ray 
treatment by Coutard’s method was instituted. 

The dimensions of the tumor were 8 by 17 by 5 
cm., and its weight was 0.85 kgm. The histologic 
diagnosis was dysgerminoma of the ovary. 

Such a tumor is also called seminoma, embryonal 
carcinoma, or spermoblastoma, but the term “‘dys- 
germinoma” is at present the most popular one. The 
tumor derives from mesenchymal cells of primitive 
gonads, and forms during a phase of evolution which 
precedes the differentiation of sex. The formation 
is usually unilateral, may form metastases by con- 
tiguity or through lymphatic paths, has neither a 
masculinizing nor feminizing effect, and is very 
radiosensitive. 

In contradistinction to pedunculated uterine fi- 
bromas, dysgerminomas are apt to produce free fluid 
in the abdominal cavity. The differential diagnosis 
should include carcinoma, sarcoma, chorionepithe- 
lioma, immature embryoma, fibroma, a feminizing 
or masculinizing tumor, or Brenner’s tumor of the 
ovary. The history and a thorough general physical 
examination are essential for the correct diagnosis. 

Joseru K. Narat, M.D. 
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EXTERNAL GENITALIA 


Two Cases of Mucous Cysts of the Labia Minora (Su 
due casi di cisti mucose delle piccole labbra). A. SaL- 
vINI. Riv. ostet. gin., 1950, 5: 23. 

Two cases are reported in which a large cyst lined 
with a single layer of columnar epithelium was re- 
moved. Each cyst was unilocular. 

The author advances the hypothesis that these 
structures could have derived either from a gland of 
Bartholin or from the terminal portion of the wolf- 
fian duct. The absence of ciliated cells might be 
construed as evidence in favor of the former theory. 

Epitn B. FARNswortn, M.D. 


Hydroadenoma of the Vulva (Hidroadenoma da vul- 
va) Jami, Daup and A. M. Carposo DE ALMEIDA. 
An. clin. gin. fac. univ. S. Paulo, 1949, 3: 143. 


Two cases of hydroadenoma of the vulva are re- 
ported. The first one was that of a 48 year old 
mulatto woman who had noted a lump to the left of 
the midline in the region of the fourchet 2 years 
previously. She had had 1 abortion and 2 normal 
births, the last 26 years previously. The nodule was 
hard, the size of a grain of maize, movable, and 
without sensation of any kind. The skin over the 
mass appeared normal. 

Microscopically, the neoplasm was found imme- 
diately beneath the epidermis. The neoplastic tissue 
was composed of proliferating glandular tubules of 
various dimensions. The tubular structures were 
lined with a cylindrical epithelium, the cells pre- 
senting a clear protoplasm with a rounded hyper- 
chromatic nucleus and an evident nucleolus. Be- 
neath the layer of cylindrical cells was exhibited a 
continuous layer of rounded or polygonal cells with 
nuclei which appeared to be identical with the cylin- 
drical cells. There were a few mitoses visible but no 
sign of atypical mitosis or of cellular polymorphism. 
The stoma situated between the glandular structures 
consisted of a meager collagenous, dense connective 
tissue. 

The second case was that of a 36 year old white 
woman. Some years before the patient had noted a 
tiny tumor of the vulva which, other than progres- 
sively increasing in size, had produced no symptoms. 
The mass was now the size of a lemon, had a smooth 
regular surface and was without sensation of any 
kind. The mass was located within the right labium 
minus. 

The microscopic examination disclosed a cystic 
structure containing on its inner surfaces vegetating 
masses. The neoplasm itself was made up of tubular 
proliferating formations of various sizes with narrow 
and irregularly disposed lumens. In the majority of 
these tubular structures the epithelium consisted of 
an inner layer of high cylindrical cells with well 
marked borders and presenting an evident appear- 
ance of secretory activity. In addition to this lining 
layer there was underneath it a second layer of 
elongated cells running in a longitudinal direction 
(myoepithelial cells), which responded to the Van 
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Gieson stain after the manner of muscular elements. 
In some places a double layer of cubical cells was 
visible. The fine, elastic basal lamina was discon- 
tinuous. The stroma consisted of a collagenous, 
loose connective tissue, well vascularized, among 
which were discernible elastic fibers arranged in a 
reticulum. This description, of course, applies only 
to the warty elevations within the cyst; the cyst 
itself presented a connective tissue capsule lined by 
epithelium, at times flat, at other times cubical or 
cylindrical, and disposed in a single layer. In places, 
however, these lining epithelial cells were arranged 
in two layers, or were pluristratified. 

In both of the cases the final diagnosis was hydro- 
adenoma. Since only 90 previous reports of hydro- 
adenoma of the vulva have appeared in the world 
literature, it is thought that all such cases should be 
reported in detail. The apocrine sudiparous glands 
from which these neoplasms took origin occur only 
in the axilla, nipple, labia majora, about the anus, 
and in the region of the vulva. The histological 
picture in these cases was very similar, as a rule 
being that of normal sudiparous glands with a double 
layer of epithelium consisting of epithelial and myo- 
epithelial cells. In these newgrowths, however, the 
basal membrane was very limited ar even absent. 

The neoplasms are benign; their mere excision 
results in definitive cure. 

Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


The Effect of Post-Pituitary Gland Extract on the 
Activity of the Human Uterus. THor DABLE. 
Acta obst. gyn. scand., 1950, 30: Supp. 4. 


The purpose of this experimental study was to 
clarify the action of posterior pituitary extracts on 
the human uterus. The preparations used were 
pituitrin, pitressin, and pitocin. It was pointed out 
by the manufacturer of pitressin and pitocin, in a 
communication to the author, that “neither the 
pressor principle nor the oxytocic principle has yet 
been completely isolated and all commercial prod- 
ucts of this type contain a small fraction of the 
other principle. . .. The pitocin and pitressin we now 
supply contain, in each 100 units, 3 to 5 units of 
the opposite principle.” 

The material for these investigations was ob- 
tained from patients who were admitted to the 
Department of Gynecology and Obstetrics of the 
University of Oslo (Norway), for the purpose of 
sterilization, the indications being either medical 
or psychiatric. In the course of the laparatomy a 
strip of uterine muscle, measuring about 1.5 by 
0.3 cm., was excised in the midline of the anterior 
surface of the uterus. 

The experiments in the first series were in vitro, 
and the Magnus-Kehrer method was used, which 
records on a kymograph the activity of a piece of 
muscle, excised and suspended in an appropriate 
solution. In this group of experiments the action of 
pituitrin was tested on strips of human uterine 
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muscle which were obtained in various phases of 
the menstrual cycle, verified by endometrial biopsy 
during the first and second half of pregnancy, and 
during the puerperium. 

A distinct response to the addition of % to 1 unit 
of pituitrin to the suspension solution was obtained 
in 11 out of 12 specimens from nonpregnant uteri. 
Of these, 4 were in the secretory phase, while the 
specimen which registered no reaction was obtained 
on the fifteenth day of the cycle. In 25 specimens 
from the first half of pregnancy (amenorrhea from 
6% to 19 weeks), pituitrin gave a marked reaction 
which did not seem to increase with the duration 
of pregnancy. Of the ro specimens from the second 
half of pregnancy (from 24 to 40 weeks), 8 showed 
a very strong reaction, while 2, both from the 
fortieth week, showed no response. In 14 specimens 
from puerperal uteri (second or third day post- 
partum), the reaction to pituitrin was less intense 
than in the previous groups. Four of the puerperal 
patients received 10 mgm. of progesterone for 3 
days postpartum, a total of 30 mgm; the specimens 
from these patients also gave a distinct pituitrin 
reaction. 

In the second series of experiments, the author 
made observations on the patient in vivo, just a 
few hours before obtaining a strip of uterine muscle 
for his in vitro test. The in vivo investigations were 
carried out by placing a small rubber bag, of 3 to 
4 c.c. volume, into the uterus and connecting it by 
means of rubber tubing to a kymograph and a mano- 
meter; the entire system was filled with sterile 
water. After observing the spontaneous uterine 
activity for about 20 to 30 minutes, the patient re- 
ceived intravenously, in sequence, varying amounts 
of pitocin and pitressin, or pitocin and pituitrin. 
The same two substances were then used on the 
excised muscle strip in vitro and the results obtained 
were correlated. 

Of the 8 nonpregnant patients, 3 were in the pro- 
liferative, and 5 in the secretory phase of the cycle. 
The 8 pregnant patients were all in the first half of 
pregnancy, from 7 to 20 weeks. 

Pitressin caused definite increased activity in 
vivo in 7 of the nonpregnant patients, which demon- 
strated a similar reaction in the in vitro experiment. 
The in vivo effect of pitocin was apparent only in 2 
out of 5 cases, while the in vitro activity was hardly 
noticeable. In the pregnant patients, in vivo, one- 
tenth unit of pitressin exhibited a stronger oxytocic 
effect than one-tenth or even 1 unit of pitocin. In 
vitro, 8 out of 9 specimens from pregnant uteri re- 
acted strongly to 1 unit of pitressin, while only 1 
out of 13 specimens reacted to 1 unit of pitocin. 
Pituitrin in vivo was given only to 2 patients in 
whom it caused nausea and vomiting. 

Based on these experiments and realizing their 
shortcomings, the author feels justified in making 
the following conclusions: 

Pituitrin produces a distinct in vitro, oxytocic 
effect on the human uterus, be it nonpregnant, 
pregnant, or puerperal. Again in vitro, of the two 
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pituitrin fractions, pitressin always has a strong 
oxytocic action while pitocin only rarely has any 
effect. In vivo pitressin has a stronger oxytocic 
effect than pitocin, so much so that the author feels 
that whatever oxytocic action pitocin may have, it 
is probably due to its content of pitressin, from 
which it cannot be completely separated. 

There is no evidence from these investigations 
that progesterone renders the human uterus re- 
fractory against the action of pituitrin. 

HERBERT TEICHNER, M.D. 


The Crush Syndrome in Obstetrics and in Gyne- 
cology (Le crush syndrome en obstetrique et en 
gynecologie). LucreN Mass£, Henri Dax, and 
Jean Marre Georces. J. internat. chir., Brux., 
1950, 10: 241. 

The authors report observations on 3 eclamptic 
patients, in whom retroplacental hemorrhage was 
followed by toxic anuria. The first patient had no 
history of eclampsia in her previous pregnancies and 
there was no evidence of any cardiovascular disease. 
The 2 other patients had suffered several attacks of 
eclampsia in earlier pregnancies and had hyper- 
tensive heart disease. Anuria appeared immediately 
after evacuation of the uterus in the 3 cases. All 
therapeutic measures proved ineffective in the 2 
cases in which there was evidence of former affection 
of the kidneys and the patients died in uremic coma. 
The first patient made a rapid and complete recovery 
after bilateral renal decapsulation was performed. 
Histologic studies of the kidneys were performed 
both on the biopsy and the autopsy material: they 
revealed important changes of a degenerative nature 
in the tubular epithelium and mainly of the lower 
nephron. Only a few glomeruli seemed to be affected. 

Massé and his associates review the literature on 
similar cases, none of which, to their knowledge, has 
been reported in France. It was James Young and 
his coworkers who first described, in 1942, cases of 
toxic oliguria and anuria in the course of severe 
obstetrical accidents. They aimed to stress the 
analogy of the clinical picture and the pathological 
findings in their patients with those in patients found 
by Bywaters in 1940 during the air raids of London, 
i.e., In victims of severe traumatism of the lower 
extremities, and introduced the idea of Bywaters’ 
“crush syndrome”’ in obstetrical practice. 

Massé and his coworkers state that although the 
syndrome is usually very pronounced, its patho- 
genesis is still disputed. They mention briefly the 
theories advanced by Bywaters, Trueta, and Young 
on the subject. It appears to them that the best 
explanation is offered by Young’s intoxication theory. 

Concerning therapy, the authors believe that if 
the conservative and classical measures do not prove 
effective in controlling the symptoms, the treatment 
of choice is decapsulation of one or both kidneys. 
They emphasize, finally, that even with the most 
adequate treatment the present prognosis of the 
condition is extremely serious, the mortality being 
over 60 per cent. Oxca M. Harine, M.D. 


logic Aspects of Gynecology. R. W. TE Linve. 
Am. J. Obst., 1950, 60: 273. 

It is important for the well trained gynecologist 
to be grounded in the gynecologic and obstetric 
aspects of urology. Anatomically, pathologically, 
diagnostically, and therapeutically, the generative 
and urologic systems are closely related and a 
knowledge of both is essential to the best work in 
the field. Three important diseases—carcinoma, 
tuberculosis, and gonorrhea—are no respecters of 
the narrow anatomic delineations which separate 
the two systems. Benign as well as malignant tu- 
mors of the generative organs encroach upon and 
sometimes injure the urinary tract. Pregnancy has 
a marked and sometimes serious effect upon the 
ureters and kidneys. One of our chief therapeutic 
weapons, irradiation, often has a side effect upon 
the urinary tract in addition to its principal effect 
upon the pelvic tumor. Finally, the bladder and 
ureters are structures that must be given serious 
consideration during pelvic surgery. 

CHARLES Baron, M.D. 


The Laurence-Moon-Biedl Syndrome: A Confused 
Syndrome. Wa ter S. KerFer, James T. Wor- 
THAM, JUAN ZANARTU, and E. C. HAMBLEN. Am. J. 
Obs., 1950, 60: 721. 

The Laurence-Moon-Biedl syndrome, as it was 
described originally, included patients with congeni- 
tal or heredofamilial hypogonadism, mental retarda- 
tion, atypical retinitis pigmentosa, obesity, and 
skeletal deformities, specifically dwarfism and poly- 
dactylism. 

The Laurence-Moon-Biedl syndrome has become 
confused because there has been extreme diagnostic 
laxity, manifested not only by the failure to include 
the extraendocrine characteristics described by 
Laurence and Moon, and by Biedl, for their patients, 
but also by a common presumption of the existence 
of hypogonadism rather than actual proof of its 
presence. A critical review of the gonadal status of 
females presumed to have the Laurence-Moon- 
Biedl syndrome, which included cases reported in 
the literature, indicates that females with the char- 
acteristics of the syndrome as originally described are 
very rare. In none of these has the hypogonadism 
been qualified as that of congenital aplasia or hypo- 
plasia of the ovaries with hypergonadotropuria, or 
as that due to deficient pituitary stimulation as 
manifested by hypogonadotropuria. The same con- 
clusions regarding hypogonadism in the male with 
a presumed Laurence-Moon-Biedl syndrome were 
drawn as those drawn in the female. In the future, 
the Laurence-Moon-Biedl syndrome should be diag- 
nosed only when the classical pentad of character- 
istics, originally described, are present. The hypo- 
gonadism of these patients should be proved and not 
presumptive or prognosticated. The hypogonadism 
should be qualified by studies of urinary gonado- 
tropins and urinary 17-ketosteroids, testicular bi- 
opsies, and by other appropriate methods. If this is 
done, the syndrome may be classified on the findings 
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of these studies into subgroups of congenital aplasia 

and hypoplasia of the ovaries, or congenital aplasia, 

hypoplasia, or degeneration of the testes. 7 
Baron, M.D. 


An Appraisal of Chorionepithelioma Based on 
Observations in 12 Cases. SAmueEt L. SIEGLER, 
Jacos M. Ravin, and Srpney M. Tosin. Am. J. 
Obst., 1950, 60: 586. 

The authors report 12 cases of chorionepithelioma 
which were observed in 5 hospitals in Brooklyn, 
New York, over a period of 14 years. No data as 
to the relative frequency are given. 

Chorionepithelioma of varying degrees of malig- 
nancy was found in 11 patients. Six of these died 
within 7 to 30 months after removal of the original 
mole, or after onset of symptoms; 5 patients are 
still alive, with no clinical evidence of the disease 
and negative Aschheim-Zondek tests, from 4 to 52 
months following the initial removal of the mole. 
The twelfth patient had chorioma destruens and 
has been clinically and biologically free of the 
disease for a period of 10 years following panhy- 
sterectomy. 

The age range was from 19 to 48 years. Three 
of the patients were primiparas; the others were 
multiparas. 

In 7 patients the chorionepithelioma developed 
secondary to hydatidiform mole; in 2 cases, uterine 
curettage for vaginal bleeding revealed the presence 
of a chorionepithelioma; in 2 cases it developed 
after abortion; and in 1 case of pulmonary chorion- 
epithelioma there was no uterine evidence of preg- 
nancy or malignancy (Case 4). 
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In all of the 6 fatal cases, pulmonary metastases 
had developed, and 2 of these patients also had 
metastases to the brain, while none of the surviv- 
ing 6 patients has any radiologic evidence of lung 
involvement. 

In tissue obtained by diagnostic curettage, the 
degree of malignancy is judged histologically, not 
so much by the apparent invasion or destruction 
of the underlying tissue, but rather by the presence 
of atypical changes of the individual cells and es- 
pecially their nuclei. Thus, disparity in size and 
shape, hyperchromatism of the syncytial cells, pleo- 
morphism of the Langhans cells, and the presence 
of mitosis are the criteria for malignancy. 

If a hydatidiform mole has been found in a pa- 
tient, subsequent repeated observation for vaginal 
bleeding, enlarged subinvoluted boggy uterus, hem- 
optysis, or chest symptoms is important. Quantita- 
tive Aschheim-Zondek tests are performed during 
the first 8 weeks, and afterwards if a qualitative 
test is positive. If malignant change occurs, there 
is usually a sudden rise in the titer of the quantita- 
tive Aschheim-Zondek test. It is pointed out, how- 
ever, that low titers and even negative tests have 
been reported in the presence of moles and chorio- 
nephitheliomas. 

As soon as the diagnosis of chorionepithelioma is 
established, the treatment is total hysterectomy 
and bilateral salpingo-oophorectomy, regardless of 
the age of the patient, followed routinely by a 
course of radiation. Hysterectomy is also recom- 
mended for hydatidiform mole, if the woman has 
had a number of children or is near the menopause. 

HERBERT TEICHNER, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Maternal Pulmonary Embolism by Amniotic Fluid; 
Report of 3 Cases and Discussion of the Litera- 
ture. G. KENNETH MALLORY, NELSON BLACKBURN, 
H. Jupp SPaRLING, and DONALD A. NICKERSON. N. 
England J. M., 1950, 243: 583. 

Maternal pulmonary embolism by the amniotic 
fluid was first described by Steiner and Lushbaugh 
in 1941 (J.Am.M.Ass., 1941, 117: 1245, 1340). The 
total number of cases published so far is 17, and the 
authors report 3 additional cases of this unusual 
complication. 

Case 1. A 38 year old para-ii, gravida-iv, was 
awakened by severe abdominal pain followed by 
pain in the chest and shortness of breath. On ad- 
mission to the hospital, half an hour later, she was 
restless, dyspneic, and cyanotic, with unobtainable 
blood pressure, and a rapid, thready pulse. The 
patient died undelivered 20 minutes after admission. 

At autopsy no gross pulmonary emboli were seen. 
The uterus contained a normal fetus weighing 4,500 
gm. The head was deep in the pelvis in the R. O. P. 
position. Only about 50 c.c. of the hemorrhagic 
fluid was present in the endometrial cavity. On the 
right side of the uterus, 5 cm. above the cervix, was 
a longitudinal tear in the myometrium, 4 cm. in 
length, which did not reach the serosal surface. In 
this region, blood had extravasated into the myo- 
metrium, and a small area of subserosal hemorrhage 
was present. 

Microscopically, the capillaries of the pulmonary 
alveoli were occluded by emboli composed of keratin- 
ized epithelial cells, mucus,-amorphous material, 
and lanugo hair shafts. Considerable alveolar hem- 
orrhage was present. A few similar emboli were 
found in the capillaries of the heart, kidneys, pan- 
creas, brain, and pituitary body. Sections of the 
uterus from the area of the laceration showed several 
veins containing mucus, epithelial squamae, and 
amorphous debris. 

Case 2. A 39 year old para-iii entered the hospital 
in mild labor, with a cervical dilatation of one finger 
and the fetal head in midpelvis. Two hours later 
she was given 0.12 c.c. of pituitrin, which dose was 
repeated twice at 20 minute intervals. After the 
third dose, that is, 40 minutes later, the membranes 
ruptured and active labor began. The patient was 
now given sedation. Shortly later she became ap- 
prehensive and cyanotic, and had convulsions. Pel- 
vic examination showed the cervix to be dilated. 
She was delivered of a well developed living infant, 
1 hour after rupture of the membranes. The pla- 
centa followed after 10 minutes. The patient was 
now in shock. Pelvic examination revealed no 
uterine or cervical tear, or injury to the broad liga- 
ments. The patient died 2% hours after delivery of 
the infant, who expired 12 hours later. 


At autopsy there were small areas of hemorrhages 
over the serosal surfaces of the liver and lungs; the 
latter were contracted to about one-fourth of their 
usual size. The uterus was firm and contained no 
blood. There were no lacerations of the uterus or 
of the adnexa. 

On microscopic examination, the smaller pul- 
monary arterioles and larger capillaries contained 
large numbers of basophilic squamae and some 
amorphous granular material, with many neutrophil 
leucocytes. There was no evidence of amniotic fluid 
in the maternal blood sinuses of the uterus or in any 
other organ. 

Case 3. A 31 year old para-viii was admitted in 
active labor with pains coming every 2 or 3 minutes 
and lasting 45 seconds. One hour later she de- 
livered, precipitously and without anesthesia, a 9 
Ib. 8 oz. living infant. The amniotic fluid was noted 
to be blood tinged. The placenta delivered spon- 
taneously within 3 minutes. Two hours later several 
small cervical lacerations were repaired and the 
uterus was packed with dry gauze because of slight 
but persistent vaginal bleeding. Immediately fol- 
lowing this procedure the patient went into shock 
and died within half an hour. 

Autopsy revealed no gross emboli in the pul- 
monary vessels. The uterus was enlarged, with an 
edematous cervix showing several superficial lacera- 
tions. There was no blood or amniotic fluid in the 
endometrial cavity. 

Microscopically, the endometrium was largely 
denuded with numerous squamous cells in the super- 
ficial sinuses. The pulmonary alveolar capillaries 
contained numerous leucocytes. In a few of the 
capillaries were curled epithelial squamae, but not in 
sufficient number to suggest mechanical obstruction. 
A small amount of amorphous material, but no hair 
shafts, was also present. 

Amniotic fluid embolism usually affects multi- 
paras in the older age group who have had an un- 
eventful prenatal course and who often have larger 
than average infants or are overdue. The mem- 
branes have always ruptured. In many cases the 
amniotic fluid is bloody or contains meconium. 
Uterine contractions are hard, violent, or tetanoid. 
The symptoms, which always begin during or short- 
ly after labor consist, first, of subjective chilliness 
and a sense of apprehension, followed by dyspnea, 
cyanosis, and a drop of the blood pressure to shock 
levels. Death occurs in a matter of minutes or 
hours. The fetus is often stillborn or dies shortly 
after birth. 

At autopsy no gross emboli are found in the lungs. 
The diagnosis is based on the presence of elements of 
amniotic fluid in the pulmonary arterioles and 
capillaries, consisting of squamae, mucus, and some- 
times lanugo hairs, and accompanied by a marked 
increase of leucocytes in these vessels. 
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In a survey of 14 autopsies of maternal deaths, in 
a total of 26,000 deliveries at the Boston City Hos- 
pital, no evidence of amniotic fluid embolism could 
be found in any of the lung sections. It appears, 
therefore, that this syndrome causes only a very 
small number of maternal deaths. 

As this complication has never been diagnosed 
clinically prior to death and autopsy, there have 
been no reports of successful treatment. Prophy- 
lactically, it seems logical not to induce violent 
labor with pituitrin, and to prevent it, if possible, in 
elderly multiparas, particularly those with pre- 
mature rupture of the membranes. 

HERBERT TEICHNER, M.D. 


A Contribution to the Knowledge of Cervical Preg- 
nancy (Beitrag zur Kenntnis der zervikalen Schwan- 
gerschaft). H. Oswatp. Geburtsh. & Frauenh., 1950, 
10: 479. 


The author reports a case of cervical pregnancy 
which he believes to be the thirty-seventh listed in 
the literature. 

The patient was a 35 year old woman who was 
pregnant for the third time, the first pregnancy 
having been terminated by an uncomplicated for- 
ceps delivery, and the second by an afebrile spon- 
taneous abortion. The third pregnancy progressed 
well until the second month, when bleeding ap- 

eared. The patient was admitted to the hospital 
or treatment and in the operating room a diagnosis 
of cervical pregnancy was made. The patient was 
managed by packing of the cervical canal and vagina, 
parametrial clamping, and blood transfusion. The 
packing and clamps were removed the following day. 
This was followed by a low-grade fever for 3 days. 
On the twelfth postoperative day clinical signs of 
small pulmonary emboli were noted. The patient 
was discharged in good condition on the thirty-sixth 
postoperative day. 

It is unusual for a cervical pregnancy to progress 
beyond the first month, mainly because of the un- 
suitable site for growth of the products of concep- 
tion. Bleeding is a definite hazard and perforation 
into the pouch of Douglas has been reported. Vag- 
inal or abdominal hysterectomy is frequently neces- 
sary. The prognosis is very bad, the mortality being 
43 per cent of the recorded cases. 

Warren R. Lane, M.D. 


Interstitial Tubal Pregnancy (El embarazo tubario 
intersticial). JorcE Luis AHUMADA. Obst. gin. lat. 
amer., 1950, 8: 70. 

Nine cases of interstitial tubal pregnancy are re- 
ported. This is thought to be the largest number of 
such cases ever published by one author. Confirma- 
tion was not found in this material for any of the 
various theories of pathogenesis (irregular course of 
the tube lumen through the interstitial portion of the 
uterus; ramifications or diverticula of the lumen; 
salpingitis isthmica nodosa; climacteric atrophia cli- 
macterica; gonococcal or tuberculous salpingitis), 
except perhaps the theory of endometriosis; how- 
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ever, even in this instance the endometrial changes 
were observed in this group of patients in only 4 
instances. In 1 patient of this group the extrauterine 
pregnancy developed in the horn from which the 
tube had been amputated for a previous tubal preg- 
nancy. 

With reference to diagnosis, the sign of Baart de 
la Faille, viz., the union of the tubal tumor with the 
uterine body by means of a broad base (without 
pedicle formation), was present in every instance. 
The sign of Douay, i.e., the increase in distance 
between the points of attachment of the tube and 
round ligament was easily recognized in the few in- 
stances wherein the measurement was given, or in 
which both these attachments could be distinguished 
in the removed specimen (only 2 of these patients 
were operated upon by the author personally). The 
sign of Werth, or the persistence of a portion of the 
interstitial tubal canal between the uterine cavity 
and the newly formed pregnancy sac, was present in 
5 of the author’s 9 cases. The sign of Poppel, viz., 
the absence of decidual reaction in the tissues in 


’ contact with the amniotic sac was not found in 1 


case in this material; in this patient there was ob- 
servable in the region of the pregnancy an extensive 
endometriosis. Nevertheless, the author believes 
that the sign of Poppel is of value is distinguishing 
interstitial pregnancy from uterine angle pregnancy 
and from that form of pregnancy occurring in the 
horn of a rudimentary uterus. 

In the endometrium of the uterine cavity itself, 
in 4 of the 5 specimens in which this could be ob- 
served, there was a frank decidual reaction; in the 
remaining patient there was not the slightest trace 
of the presence of decidual tissue; however, it is 
probable that there had been a decidual reaction, 
the decidual tissues being later cast off. 

A careful study of all the findings will usually 
permit of an exact macroscopic (intraoperative) 
diagnosis of the condition present in interstitial 
pregnancy, despite many assertions to the contrary; 
however, there will always remain a few instances in 


_which a reliable diagnosis will be possible only fol- 


lowing a careful macroscopic and microscopic study 
of the removed specimen. In only 1 patient of this 
group was the exact nature of the condition recog- 
nized prior to operation. 

The most important event in the course of inter- 
stitial, as well as of tubal, pregnancy is, of course, the 
rupture of the mass and consequent bleeding into 
the peritoneal cavity. In fact, the condition is but 
rarely recognized prior to this accident. This com- 
plication may develop as a series of minor incidents 
(6 cases) or as a single cataclysmic event (2 cases). 
In only 2 of the author’s patients was there a hema- 
tocele in the pouch of Douglas, and he ascribes the 
absence of extensive bleeding to the fixation of the 
tube to the uterine horn. In only 1 case of the 
author’s group was blood procured by puncture of 
the pouch of Douglas. 

Progressive improvement in surgical technique 
and the understanding of the conditions present in 
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interstitial pregnancy have resulted in improve- 
ment in the prognosis (none of the author’s patients 
died) to the point where hysterectomy for this con- 
dition has been abandoned for the more conservative 
gynecologic surgery of today; however, cases will re- 
main (in which the condition was far-advanced 
before recognition) with such damage to the uterus 
as to indicate partial or total hysterectomy. 
Joun W. Brennan, M.D. 


Prophylaxis and Treatment of Toxemia of Late 
Pregnancy with Special Reference to Acidify- 
ing Salts. S. Parviainen, K. Sorva, and C. A. 
ExnRNRooTH. Acta obst. gyn. scand., 1950, 30: 
Supp. 3. 

The authors have studied the effect of ammonium 
chloride in the treatment of the toxemias of preg- 
nancy. 

The management of these cases since 1949 has 
been, briefly, as follows: bedrest, low sodium diet 
with restriction of milk intake, but abundant fruit 
juices, free fluid intake, and ammonium chloride, 1.0 
gm. 3 times daily. No other medication was given 
to the patients. 

Some of the results are summarized in the follow- 
ing table. 


Albuminuria 
Number of cases 


Improved 
Hy. 


tension 
‘umber of cases 


Blood pressure decreased 
Blood pressure increased 


Edema 
Number of patients 


Improved 
Not improved 


Although these figures do not reflect any dramatic 
improvement, the authors contend that ammonium 
chloride combined with a low sodium diet is of defi- 
nite benefit and should be recommended for general 
use. HERBERT TEICHNER, M.D. 


Hypermature Pregnancy. Finn Bge. Acta obst. gyn. 
scand., 1950, 30: Supp. f. 

Hypermature pregnancy is a diagnosis that is 
difficult to establish, and Naegele’s rule (counting 
back 3 months and adding 7 days to the last men- 
strual period) is obviously in itself inadequate. The 
author therefore outlines his criteria of postmaturity 
as: (1) duration of pregnancy (Naegele’s rule), 290 
days or more, (2) child’s weight, 4,000 gm. or more, 
and (3) child’s length, 54 cm. or more. Admittedly, 
some postmature babies do not conform to all these 
criteria and some large babies whose due date has 
been miscalculated do conform. Following these 
criteria, the author studied 465 cases of postma- 
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turity occurring in 23,264 births (about 2 per cent). 
These deliveries were consecutive during the period 
from 1930 through 1941. Two aspects were investi- 
gated: clinical significance in labor, and fetal and 
neonatal mortality. 

Clinical significance. Labor was prolonged in 
postmaturity, the average for the primigravida being 
37.6 hours (general hospital average, 24 hours), and 
for multigravida, 25.9 hours (general hospital aver- 
age, 14.1 hours). Atypical presentations were more 
common than normally, especially in primigravidas 
—breech presentation, for example, occurring in 7 
per cent of cases. 

Operative delivery of infants was necessary in 20 
per cent of the cases, being more imperative in cases 
of the first born. Forceps delivery, in 65 per cent 
of operatively delivered cases, then cesarean section 
in 19 per cent, were the most frequently utilized 
methods. Craniotomy extraction maneuvers and 
cervical incisions were also necessary. The chief 
indications for operation were fetal asphyxia and 
prolonged labor. Following these indications were 
contracted pelves and toxemia. 

Placental weight was definitely greater, the aver- 
age for the normal being 600 gm., while in the post- 
mature group the average was 878.gm. Placento- 
megaly may therefore well be another criterion of 
postmaturity. Postpartum hemorrhage was also a 
problem, 41 per cent of all patients having lost more 
than 500 c.c. of blood. This is probably attributable 
to uterine distention, prolonged labor, and uterine 
muscle exhaustion. The incidence of moderate to 
severe toxemia was high (5.4 per cent); thrombosis 
occurred in 12 cases, mainly in primigravidas. The 
3 cases of postpartum shock also occurred in primi- 
gravidas. 

There were five maternal deaths (1.1%). While 
hypermaturity itself was probably not directly re- 
sponsible for this, it was probably indirectly respon- 
sible because of the greater incidence of operative 
procedures and complications. Toxemia was not 
associated with any of the 5 deaths. 

Fetal and neonatal mortality. Of the 465 cases 
comprising the study, 43 children died before, dur- 
ing, or shortly after delivery (9%). The average 
infant mortality in the clinic during the same period 
of time was 5.2 per cent. This is in accord with 
experimentally prolonged pregnancy and the usual 
clinical experience. It is noteworthy that in the 
postmature primigravidas in this series, every 
seventh child died. 

Autopsies were performed on 42 of the 43 infants. 
Of babies dying before (4 cases) or during (27 cases) 
labor, negative results were almost routinely ob- 
tained, while intracranial hemorrhage was by far 
the most frequent finding in children who succumbed 
after delivery (12 cases). Postmaturity per se as a 
cause of death can thus be regarded as rare. It is 
more likely that postmaturity has an indirect sig- 
nificance since strenuous and complicated methods 
of delivery are so often necessary. 

WarrEN R. Lane, M.D. 


1948 1949 
60 
10 18 
= 147 178 
. 74 75 
| 152 
24 73 
118 59 


364 


LABOR AND ITS COMPLICATIONS 


Functionally Prolonged Labor, Particularly with 
Regard to Its Treatment. J¢rcEN Lgvset. Acia 
obst. gyn. scand., 1950, 30: I. 


In the present article, functionally prolonged labor 
only is discussed. All mechanical factors are omitted, 
and only those caused by what Demelin has de- 
scribed as “troubles et anomalies de la contraction 
uterine” are treated. 

The actual time at which labor is considered pro- 
longed is not definite, but the author gives an arbi- 
trary figure of 24 hours for a primipara and 15 hours 
for a pluripara. 

Prophylactic measures in nutrition, exercise, and 
psychical information seem to be of certain impor- 
tance for the prognosis of labor, but the author does 
not believe that the material presented allows of any 
definite statement as to whether prolonged labor 
might be avoided by such means. 

The oxytocics in use today have little, if any, 
effect on prolonged labor. Spasmolytics are not just- 
ified for routine purposes. The author believes that 
incision of the uterine os in cases of slow dilatation is 
of good effect when the cause for prolongation is 
purely functional and the labor pains are fairly good. 
He believes also that prolonged traction applied to 
the fetal head seems to be indicated in slow progress 
of labor when weak pains are the cause of the pro- 
longation. In elderly primipara in whom the proba- 
bility of further pregnancies is very limited, cesarean 
section should be done for the safety of the baby. 

Lazarus, M.D. 


Protracted Labor With Occiput Anterior Presenta- 
tion at the Bergen Maternity Hospital in the 
Period 1930-1941 and at the Oslo Municipal 
Maternity Hospital in the Period 1938-1948; A 
Comparative Investigation of Conservative and 
Active Treatment of Labor. A. Stranp. Acta 
obst. gyn. scand., 1950, 30: 112. 


The author submits the results of an investigation 
respecting protracted labors with occiput anterior 
presentation at the Maternity Hospital in Bergen 
from 1930 to 1941, conducted on conservative 
principles, and at Oslo Municipal Maternity Hos- 
pital from-1938 to 1948, conducted on active princi- 
ples, as well as a comparative investigation between 
the two hospitals regarding the prognosis for the 
mother and child. 

The time limit for protracted labor is fixed at 48 
hours for primiparas and 24 hours for pluriparas. 
At Bergen, protracted labor occurred in 6.8 per cent 
of the primiparas and in 6.7 per cent of the pluri- 
paras. Investigations as to the factors that have an 
influence on the duration of labor show that primi- 
paras that have undergone protracted labor are, 
in general, older than the average age for the whole 
material. In cases of protracted labor the children 
are generally larger than in the other cases. The 
frequency of protracted labor is higher in cases of 
induced labor than in the other cases. 
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The mortality among the children is found to rise 
in cases of protracted labor and there is an increase 
in the number of puerperal infections and thrombo- 
embolisms. 

At Oslo protracted labor occurred in 4.1 per cent 
of the primiparas and in 2.0 per cent of the pluri- 
paras. 

The fact that the percentage of protracted labors 
is so much lower in Oslo than in Bergen is obviously 
due to the fact that a large number of parturients 
in Oslo have been operatively delivered before labor 
has lasted 48 hours for primiparas and 24 hours for 
pluriparas. Here, as in Bergen, the number of puer- 
peral infections rises in cases of protracted labor. 
On the other hand, there has not been a statistically 
significant increase either in child mortality or in 
the number of thromboembolisms in Oslo. 

The child mortality rate for all cases of occiput 
anterior presentation at Bergen is 1.0 per cent and 
at Oslo 0.59 per cent. The difference between the 
percentages is statistically significant. 

The mortality during and after birth is higher for 
hypermature children than for the nonhypermature, 
and it is higher in cases of protracted labor after pro- 
longed pregnancy than in protracted labor after 
pregnancy of normal duration. At Oslo prolonged 
pregnancy is therefore regarded as being in itself 
an indication for operative delivery. 

Ery Lazarus, M.D. 


Postpartum Blood Loss: An Analysis of 6,000 Cases. 
J. Ross Vant. Am. J. Obst., 1950, 60: 483. 


The author compares the blood loss during deliver- 
ies prior to 1941 (Conn, L. C., Vant, J. R., and Can- 
tor, M. M.: Am. J. Obst., 1941, 42: 768), with the 
blood loss from 1941 to 1947. The results are sum- 
marized in the following table: 


Prior to 1941 | 1941 to 1947 


265 c.c. 


Primiparas 
Multiparas 


388 c.c. 


280 c.c. 


Mean average 323 C.c. 219 C.c. 


Increase of average blood loss due to 
episiotomy or laceration 


Blood loss of more than 600 c.c. 


189 c.c. 
15.7 per cent 


IIo C.c. 


4.3 per cent 


Blood loss over 1 per cent of body 
weight 


Io per cent 3 per cent 


A significant reduction of blood loss was obtained 
by shortening of the third stage of labor. While in 
the first series only 25 per cent of the patients had 
a third stage of under 6 minutes, with a blood loss 
of 292 ¢.c., in the present series 71.9 per cent of the 
patients terminated the third stage in less than 6 
minutes, with a blood loss of only 214 c.c. 

A combination of the following factors is respon- 
sible for the decrease of blood loss. Although the 
heavier patient can suffer a greater blood loss and 
yet remain below the 1 per cent of body weight 
volume, it appears that she has an increased tend- 
ency to a greater blood loss; therefore the gain of 
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weight should be closely followed and kept within 
an optimum limit. Anemia, which is known to in- 
crease the tendency to blood loss, should be treated 
with ferrous sulfate. If the response to iron therapy 
is not satisfactory, blood transfusion during the 
third trimester is suggested. 

Fetopelvic disproportion often results in severe 
blood loss during vaginal delivery; abdominal de- 
livery would cause much less trauma. 

The management of the third stage of labor is 
highlighted by slow intravenous injection of ergono- 
vine immediately following delivery of the baby’s 
head. If there is a history of previous uterine atony 
or postpartum bleeding, intravenous glucose con- 
taining 1 c.c. or 2 c.c. of ergonovine in the solution 
is started before delivery and given by slow drip. 
If the placenta does not separate promptly, inter- 
ference is not necessary as long as there is no 
bleeding; if bleeding occurs the placenta is removed 
manually. Following manual removal and in the 
presence of threatened uterine atony, the vagina is 
packed for 16 to 24 hours. — 

Deep sedation is to be avoided. During labor, it 
is recommended to use barbiturates orally, demerol 
and scopolamine intramuscularly, and for delivery, 
nitrous oxide or cyclopropane with oxygen, low 
spinal anesthesia, or pudendal block. 

HERBERT TEICHNER, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


What Does the Resumption of Bleeding Following 
the Amenorrheal Period of the Puerperium 
Signify from the Endocrine Point of View? 
The Study of the Vaginal Cytology Combined 
with Endometrial Biopsies (Que signifient les 
hémorragies du retour de couches au point de vue 
endocrinien? Etude des frottis vaginaux combinés 
aux biopsies endométriales.) Fr. VAN MEENSEL. 
Gyn. obst., Par., 1950, 49: 241. 


The vaginal cells of 40 women following childbirth 
were examined at frequent intervals during the 
period of the puerperium. Not every cytologic ex- 
amination was accompanied by a concurrent endo- 
metrial biopsy, of course, but a sufficient number of 
such specimens of the endometrium were procured 
to show that a perfect concordance exists between 
the two methods of examination. Thus, it would 
seem that in further studies of the vaginal cells the 
endometrial biopsy may be superfluous. The cri- 
teria for interpretation of the cytologic findings 
were, on the whole, those generally accepted. The 
method of staining the vaginal smears was either 
that of Shorr or that of Papanicolaou, with the ad- 
junction of the combined nuclear coloration with 
hematoxylin as described by Harris. 

The material was divided into 3 groups consist- 
ing of the patients who did not nurse the child (8 
cases), those with a short period of lactation (7), and 
those with a long period of lactation (25). 

In the nonlactating patients the residues of the 
conception were rapidly discharged, and the vaginal 
mucosa returned to the resting stage and started a 
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new cycle just as in the case of normal menstruation. 
In the women lactating for a brief period, with the 
drying up of the breasts, the process of renewal of 
the changes incident to the normal sexual function- 
ing of the nonlactating woman occurred. In this 
process, however, the author adds a new phase, that 
of the “vaginal cytology of the lactation type.”’ In 
this phase the endometrial findings on the vaginal 
smear consisted of the persistence of cells, isolated 
or in groups, of endometrial and cervical types, to- 
gether with shards and patches of desquamated 
exocervical or endocervical epithelium. The vaginal 
components were basal cells, isolated or in small 
groups, of irregular sizes, cells of the intermediate 
layers, and rare superficial basophiles with large 
nuclei. 

The findings for the lactation type resembled very 
closely those described by Pundel for androsterone- 
treated castrated women, and the author therefore 
believes that the inhibition of the ovary during this 
period results from the hormonal influence of the 
prolactin, but a prolactin stimulated by the supra- 
renal hormones (steroids). 

Even in the lactating subject, however, there is 
usually a period of bleeding after 5 or 6 weeks and 
this period may be accompanied by the cytologic 
findings of a hypofolliculinism, or more frequently 
by those of a hyperfolliculinism. The hyperfollicu- 
linism may be explained as a hypersensitivity of the 
vaginal mucosa to the functioning of the new fol- 
licle, or follicles, in the ovary with their estrogen 
stimulus. This hypersensitivity can be tested only 
by giving the supposed hyperestrogenic patients an 
inhibitory test with progesterone. 

To a certain point the shards and patches of des- 
quamated epithelium of the exocervix and endocer- 
vix afore-described may resemble the patches of 
desquamated epithelium encountered in certain 
forms of tumor of the female genitalia, notably the 
carcinomas. Thus, this finding should receive spe- 
cial attention by all cytologists with the thought of 
avoiding a possible mistaking of this finding for that 
of cancer. Such a reliable distinction will be pos- 
sible only by means of perfected staining methods 
and a vast experience on the part of the cytologist 
himself. The author has had no experience in the 
cytologic study of cervical cancer developing in the 
early periods of the puerperium; however, such cases 
will eventuate and their differentiation would seem 
to promise a great deal of difficulty. 

Joun W. BRENNAN, M.D. 


NEWBORN 


Discussion on Resuscitation of the Newborn. J. 
Epcar Morison, K. W. Cross, DAME LOUISE 
McItroy, J. B. BLarktey, and Others. Proc. R. 
Soc. M., Lond., 1950, 43: 443. 


The authors discuss the problem of resuscitation 
in the newborn. Six different physicians discuss 
the problem both from a practical and scientific 
point of view. The usual causes of anoxia in the 
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newborn are listed. The author mentions congeni- 
tal abnormalities, trauma, infection, accidents to 
the cord, hemorrhage, and complications of the 
mechanics of labor. 

It is stated that when liveborn infants are con- 
sidered, the basis of the failure to establish respira- 
tion is often anoxia due to some insufficiency begin- 
ning in intrauterine life. Some asphyxiated fetuses 
are born showing the effects of asphyxia which has 
existed for only a few minutes before birth. Usually 
their resuscitation is an immediate success or fail- 
ure, though a few may succumb later because they 
have aspirated vernix debris which may form hya- 
line membranes, or because of infection. In another 
group, intrauterine asphyxiation has continued long- 
er, metabolites of imperfect tissue metabolism in the 
fetus have altered the permeability of capillary 
walls, and fluid has passed into the extravascular 
space. 

When an infant is born asphyxiated or heavily 
anesthetized and in need of active resuscitation, the 
higher respiratory senses are no longer active; the 
reception or response to stimuli is seriously dimin- 
ished or absent; carbon dioxide is present in excess 
in the blood. The most important impediment to 
normal respiration is usually some disturbance of 
oxygen interchange in the lung. Fluid is last ab- 
sorbed from, and first accumulates in, the most 
peripheral parts of the respiratory tree. Some 
degree of primary or secondary atelectasis is almost 
universal even in full term infants. This also 
affects the peripheral portion of the air-space sys- 
tem. 

Another item discussed was a method of electrical 
stimulation of the phrenic nerve, as a method of 
artificial respiration applied to newborn babies. 
The phrenic nerve may be stimulated by a suitable 
current through the intact skin, and this will result 
in contraction of the diaphragm and marked in- 
spiration. 

Blue asphyxia, or apnea, was discussed. Apnea 
is caused mainly by obstruction of the upper air 
passages by fluids, mucus, vernix, or blood. This 
obstruction takes place before and during delivery. 
If respiration is retarded, the infant passes into a 
condition of white asphyxia or shock owing to fail- 
ure of the heart. Under skilled treatment, apnea, as 
a rule, is of short duration. All the causes of as- 
phyxia are enumerated. 

The usual methods of good, immediate care of 
the newborn are listed. Forceable methods of arti- 
ficial respiration are considered dangerous. It is 
suggested that the baby be kept warm and its natu- 
ral airway be kept unobstructed. 

Oversedation with analgesics is discouraged. The 
logical treatment for most of the cases of asphyxia 
includes clearing the airways, inflating the lungs 
with oxygen and, if necessary, passing an endo- 
tracheal catheter. 

The combination of oxygen and carbon dioxide 
: frowned upon; 100 per cent oxygen is considered 

est. 
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It is not yet clearly understood why the new- 
born child takes its first breath at all, and having 
done so, why it continues. Anoxia plays no part in 
the initiation of the first breath. This is demon- 
strated clinically by the fact that blue asphyxial 
babies do not breathe at once. It has been shown 
that the newborn brain has a greater store of carbo- 
hydrate than that of the adult. Another explana- 
tion of the resistance of the newborn to anoxia is 
that the fetus may have a more efficient system of 
oxygen tissue enzymes than the adult, which dis- 
appears within a few weeks after birth. 

Henry C. Fark, M.D. 


First Report of the Successful Treatment in a Case 
of Erythroblastosis Fetalis, Caused by Hyper- 
immunization to B Antigens of the ORh Posi- 
tive Mother, with Transfusion of Artificially 
Prepared Blood—a Suspension of Concentrated 
Group O Cells in Group AB Plasma (Premier cas 
de maladie hemolitique du nouveau-né due a I’in- 
compatibilite abo seule traitée avec succés par 
transfusions de sang artificiellement composé d’hém- 
aties o et de plasma AB). R. SEIGNEURIN, J. RocEt, 
J. and F. Viatxat. Presse méd., 1950, 58: 
939. 


Seigneurin and his associates describe their ob- 
servations concerning the occurrence of erythro- 
blastosis fetalis in an infant with BRh positive blood 
delivered from an ORh positive mother. The main 
interest of the authors is to report on a new type of 
treatment, namely, the transfusion of blood artifi- 
cially composed of Group O corpuscles and Group 
AB plasma, both Rh positive, which gave a good 
result in their case. 

The infant was the second child in the family, and 
his brother had always done very well. Both of the 
mother’s pregnancies and deliveries had been normal. 
Twelve hours after birth the second infant showed 
signs of jaundice which increased during the next 
24 hours. Although the liver and spleen were not 
palpable, laboratory findings confirmed the evidence 
of hemolytic anemia. The number of red blood cells 
was 3,360,000, and the smear showed a large number 
of immature nucleated cells of the erythrocytic type 
(erythroblasts 14%). Leucocytosis reticulocytosis, 
marked anisocytosis, and polychromasia were 
present. 

Blood grouping gave the following results: father 
BRh positive, mother ORh positive, and child BRh 
positive. Further investigation revealed that in the 
mother’s blood definite signs of hyperimmunization 
to B antigens were present. The titer of agglutination 
with Group B cells was abnormally high, whereas the 
titer of agglutination with Group A cells appeared to 
remain within the physiological limits. Thus, the 
responsible factor in the hemolytic anemia of the 
newborn seemed to be clear. The mother’s hyper- 
immunization to B antigens had been initiated in 
- previous pregnancy and affected the second child 
only. 
Once the diagnosis was made, Seigneurin and his 
coworkers proceeded with the treatment. Transfusion 
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of ORh whole blood was not thought advisable, as 
even the slightest quantity of B antibodies, usually 
present in Group O plasma, could have produced an 
unfavorable effect in the infant’s red cells. There- 
fore, the cells from the serum of a Group O blood 
were separated by sedimentation and 50 c.c. of the 
obtained corpuscles were suspended in 50 c.c. of 
AB plasma; 100 c.c. of this artificial blood was in- 
jected the first time in the anterior fontanel. The 
transfusion was done slowly (within 50 minutes) 
without any ill effects. The same procedure was 
repeated in 18 hours and a third transfusion was 
performed in 18 days. 

Laboratory investigations revealed that the moth- 
er’s milk contained anti-B antibodies in the same 
concentration as her blood. For that reason the 
child was weaned from the breast and fed artificially. 
No other treatment seemed to be necessary and after 
20 days the patient was discharged without having 
any evidence of anemia, apparently in perfect health. 

M. Harine, M.D. 


MISCELLANEOUS 


Time of Ovulation. A Correlation Between Basal 
Temperature, the Appearance of the Endome- 
trium, and the Appearance of the Ovary. 
C. L. Buxton and E. T. ENcLeE. Am. J. Obst., 
1950, 60: 5309. 

It is known that ovulation occurs around the mid- 
dle of a normal 28 day menstrual cycle. The various 
techniques for the determination of ovulation time 
have obvious disadvantages for clinical application, 
with the exception of the basal body temperature 
method. The question is whether or not the mid- 
cycle temperature rise is a sufficiently accurate index 
of ovulation. The only direct ovarian observation 
was obtained by Greulich, Morris, and Black, in 
their work on “Problems of Human Fertility,” pre- 
sented at a conference sponsored by the National 
Committee on Maternal Health in January, 1943, 
at Menasha, Wisconsin; heretofore the phenomenon 
of ovulation has not been correlated with changes 
in the endometrium. 

To obtain direct ovarian observation during ovu- 
lation, the authors selected 23 patients who were 
scheduled for elective gynecologic surgery. These 
women were instructed to make temperature records 
and were followed for at least 1 month preoperative- 
ly. Eighteen were acceptable for study. Thepatients 
were admitted to the hospital several days before the 
expected temperature rise so that their temperature 
records would be well stabilized in their new envi- 
ronment. In every case the operation was performed 
on the day on which the temperature curve showed 
the characteristic rise indicative of ovulation. Ovu- 
lation may have occurred, of course, shortly after 
the preceding day’s temperature was recorded and, 
therefore, may not have been identified until the 
temperature rise on the following day was seen. 
There was also a time interval between the observa- 
tion of the temperature rise and the hour in which 
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the patient could be actually operated on. Due to 
these factors there may have been a variation of 
almost 30 hours between the time of ovulation and 
the time of operation on these patients. 

At the time of operation an endometrial biopsy 


.was obtained if the uterus was not removed and 


both ovaries were carefully examined. If what ap- 
peared to be a corpus luteum was present, this was 
excised for microscopic examination. The histolog- 
ic appearances of the endometrium and of the 
excised corpus luteum were then compared with 
the basal body temperature chart and an attempt 
made to correlate this data. 

In studying the histologic pictures, it was found 
that 6 patients had no evidence of ovulation having 
occurred. In 2 patients the corpora lutea were 
possibly under 12 hours of age; in 4 patients they 
were about 24 hours old; in 2 each, about 36 hours, 
48 hours, and 72 hours, respectively. The endome- 
triums showed less progressive changes than the 
corpora lutea. There seems to be a delay in the 
appearance of the secretory changes which did not 
_ until the corpus luteum was at least 36 hours 
old. 

These observations certainly indicate a discrep- 
ancy between temperature rise and actual occur- 
rence of ovulation, with as much as 4 days of vari- 
ation. For this reason the midcycle rise in basal 
body temperature is not considered a sufficiently 
accurate method to determine the ovulation time. 

HERBERT TEICHNER, M.D. 


The Progress in Therapy by Blood Transfusion in 
Obstetrics and Gynecology (Fortschritte der Blut- 
transfusions-Therapie in der Geburtshilfe und Gyn- 
aekologie). H. Scowatm. Geburtsh. & Frauenh., 
1950, I0: 559. 

The indications for the transfusion of blood are 
becoming wider. At present blood transfusions in 
obstetrics and gynecology are indicated in acute 
massive blood losses and collapse, chronic anemic 
states following long-continued seepage of blood, and 
long-continued febrile and septic infections. . 

The seriousness of the blood loss must be adjudged 
by an estimation of the amount of blood lost and not 
by such indications as may be furnished by the pulse, 
pallor, and blood pressure. This postulation is espe- 
cially cogent in the acute blood losses because of the 
power of general vascular contraction to mask the de- 
crease in blood volume. In the chronic anemic forms, 
on the other hand, the blood volume is usually nor- 
mal, at times, in fact, increased in amount, the change 
occurring in the blood composition, particularly in 
the hemoglobin content. In these cases it may be 
better to inject a concentrated mass of red blood 
cells, that is, the erythrocytes are permitted to sedi- 
ment, the supernatant plasma drawn off, and the 
red cells on the bottom of the flask are injected in 
concentrated form. 

The physiologically ideal form of transfusion is, of 
course, the direct donor-to-recipient method; how- 
ever, the time lost in testing the donor and his blood 
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for typing may be fatal to the exsanguinated pa- 
tient. Even where the donor is already pronounced 
healthy and of the right type the time lost in finding 
and summoning him to the bedside frequently men- 
aces the welfare of the recipient, especially in obstetric 
patients in whom so many of the hemorrhagic catas- 
trophies occur at night. 

In general, the best and most practical way to be 
prepared for the emergencies in obstetric and gyne- 
cologic patients is to have a blood bank. For the 
larger institutions, with more than 200 beds, the 
blood bank is entirely practical; however, in the 
smaller institutions and in home practice a better 
method is perhaps to resort to fluids, such as phys- 
iologic salt solution, which is not very satisfactory, 
or acolloid preparation, such as periston. This takes 
care of the immediate emergency while the patient 
is being transported to a larger institution. 

Dahr has suggested for the smaller institutions the 
“small or half blood bank.” Only the types of blood 
A and O are conserved and these two types will take 
care of the needs of 85 per cent of all the cases. 
However, it must not be forgotten that this type of 
transfusion, especially with the O-type of blood 
(universal donor) is dangerous in these exsanguinated 
patients. For the remaining 15 per cent of patients 
it is perhaps better to resort to the blood substituting 
infusions as a temporary measure. 

When immediate transfusion is required from un- 
tested or insufficiently tested donors, every means of 
typing the donor’s blood must be exhausted; how- 
ever, ultimate dependence may have to be placed on 
Oelecker’s method of preliminary injection of from 
10 to 20 c.c. of the blood to be injected. The Rh 
factor is, of course, more to be feared in the women 
patients than in men. The Rh-negative woman 
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during the period of sexual maturity should, if pos- 
sible, be transfused only with Rh-negative blood. 
The presence of the anti-Rh antibodies may be 
detected by the so-called blocked antibody method 
of Dahr. This consists of diluting the erythrocytes 
with AB serum instead of the usual physiologic 
salt solution. 

The danger of transmitting syphilis in emergencies 
has been largely eliminated by the author’s method 
of adding an arsenic preparation to the blood to be 
transfused. The arsenical is arsenoxyd-3-amino-4- 
oxy-benzol-arsenoxyd-hydrochloride (4 mgm. to 200 
c.c. of a dilution of 1 to 50,000). The safety of this 
method was proved by the author in transfusions of 
blood, so treated, from patients with florid syphilis, 
to himself and patients in the last stages of carcinoma. 

At the author’s institution (Marburg University 
Gynecologic Clinic) in the past 3 years, 1,500 trans- 
fusions have been given, with death from hemorrhage 
of only 2 women—both of them had arrived at the 
institute too late for help. These transfusions were 
administered to 628 patients; this, of course, suggests 
that some of these patients received more than one 
transfusion; those with chronic anemias required 
several, and those with chronic infections might 
receive a large number (in 1 instance, 18 perfusions). 

The transfusion could be blamed for 2 deaths; 
however, both of the patients had advanced kidney 
disease, and their kidneys were not able to recuperate 
from the anuria because of hemoglobin cast blockage 
of the renal tubules, a recuperation which is usually 
accomplished in the normal kidney. 

The author does not approve of re-infusion of 
intraperitoneal extravasations; however, he thinks 
that umbilical blood should be preserved for future 
needs. Joun W. BRENNAN, M.D. 
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The Renal Circulation. K. J. Franxuin. Proc. R. 
Soc. M., Lond., 1950, 43: 467. 

This is an excellent brief, concise summary of the 
physiology of the renal circulation given by one of 
the “Oxford Team” who, in company with Dr. Tru- 
eta, described the phenomena of the partial or com- 
plete diversion of the flow of renal cortical blood, 
the so-called Trueta shunt, in 1946. The review is 
designed to present the basic physiologic principles 
involved in this interesting process. It is almost im- 
possible to do justice to such an article in an ab- 
stract, because it is already written in condensed 
form and must be read in full to be appreciated. It 
is an excellent review of the subject which is ‘“‘must”’ 
reading for anyone interested in this subject. 

Under the heading “‘Ontogeny”’ the pertinent facts 
regarding the developmental anatomy of the kidney 
are discussed. Among the interesting points empha- 
sized is the one that the basal or juxtamedullary 
glomeruli are the first to develop and that the re- 
mainder of the glomeruli are added in successive 
layers on the outside until the fetus has attained a 
weight of 4.5 to 5.5 pounds (2.0 to 2.5 kgm.). 

The section on anatomy has been greatly abridged. 
The most important point stressed is that of the 
arteriovenous connections which by-pass the glome- 
ruli and which become of great importance when the 
flow of blood through the cortex (glomeruli) is re- 
duced. 

The measurement of renal blood flow is briefly 
considered. Direct determination (as performed in 
animals) is not applicable to the human kidney. 
Clearance tests, combined with determination of ex- 
traction values, have been of greatest value. Among 
the most satisfactory substances used are diodrast 
and sodium para-amino-hippurate. 

The main part of the article deals with the nerv- 
ous and hormonal changes produced in renal circu- 
lation. It is pointed out that under basal conditions, 
renal blood flow is regulated entirely by the autono- 
mous activity of the renal arterioles. Extrarenal 
stimulation to change this flow is chiefly from nerv- 
ous stimulation (reflex, central, or peripheral) of 
vasoconstrictor nerves. The presence of vasodilator 
nerves has never been satisfactorily proved. Among 
the effects of such nervous stimulation which could 
cause the so-called Trueta shunt, the author lists the 
following: (1) reduction in all intrarenal calibers, 
leaving some blood to flow through each glomerulus; 
(2) random intracortical shutting-down of afferent 
glomerular vessels; (3) progressive occlusion of in- 
terlobular arteries and their glomerular branches 
from the capsular region inward toward the basal 
glomeruli; and (4) occlusion of all glomeruli and 
arteriovenous communications with complete arrest 
of the renal circulation. 
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The author discussed the natural conditions under 
which this circulatory diversion may take place. 
Among those listed are: exercise, abnormal preg- 
nancy, severe asphyxia, and acute rapid hemor- 
rhage. The effect of cortical diversion on various 
aspects of renal function also is considered. It is 
the author’s opinion that about 4 hours of contin- 
uous diversion, produced by stimulating the renal 
nerves for 30 seconds every 2 minutes, may be 
more than the rabbit’s kidney can stand. 

In summary the author stated, “Beyond this rou- 
tine range of variability more marked falls in intra- 
renal blood flow can occur in consequence of more 
serious nervous or chemical action upon the vascular 
apparatus. There appear to be two main patterns. 
In the first one, the afferent and/or efferent glomeru- 
lar vessels are constricted to an extent incompatible 
with full physiological efficiency of the tubules and 
(in case of afferent vascular constriction) of the 
glomeruli. In the second one there is actual diver- 
sion, in part or in whole, of the blood supply that 
would normally go to the cortical glomeruli; with 
the maximal number of glomerular layers rendered 
ischemic, the residual renal blood flow is very small, 
but it is probably never nil in the absence of general 
circulatory failure.” Joun L. Emmett, M.D. 


Focal Pyelonephritis: A Cause of Severe Hematuria. 
Harrison C. Harn, LEE N. Foster, and C. P. 
Armstronc. J. Urol., Balt., 1950, 64: 445. 


Despite the advances in urology, improved x-ray 
techniques, and closer clinicopathologic correla- 
tions, the true nature of many of the lesions causing 
hematuria is still not fully understood. McKay and 
Kretschmer believe that any kidney that bleeds 
will reveal a pathological lesion if properly examined. 
Approximately 75 cases of severe hematuria have 
been reported under the diagnosis of renal varix 
or angioma of the kidney, and another group of less 
than 25 cases have been reported with the diagnoses 
referable to inflammatory changes in the renal 
papillae. 

The authors present 2 additional cases of severe 
recurring hematuria necessitating nephrectomy, in 
which the anatomic change made them fall into the 
infectious group. 

In the second case the diagnosis was correctly 
made preoperatively, but in the first case it was not. 

A 47 year old white farmer was hospitalized be- 
cause of hematuria that had been present for 5 
days prior to admission. In 1942 there had been a 
history of hematuria associated with mild pain in 
the right flank. No interim history of hematuria, 
flank pain, or dysuria was obtained. Examination 
was noncontributory except for one occasion when 
blood was seen to spurt from the right ureteral 
orifice. Urograms revealed a persistent deformity 
of the right upper calyx, suggesting the possibility 
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of a renal neoplasm. The bleeding continued, and 
later a right nephrectomy was done. A pathological 
diagnosis of renal cyst with focal pyelonephritis 
was made. 

In the second case a 22 year old negro was hos- 
pitalized with an admission diagnosis of sickle cell 
anemia and hematuria. In 1945 he had hematuria 
for the first time. He had passed bloody urine for a 
period of 7 months. Spontaneous cessation of the 
hematuria then occurred. He remained asympto- 
matic until 3 weeks before hospital admission when 
he again had hematuria. This lasted for 2 or 3 days. 
Eight days before admission he had severe hematuria 
with the passage of a large quantity of red blood 
and a few dark clots. 

The only significant finding was an incomplete 
filling of a middle minor calyx of the upper calyceal 
group on retrograde pyelography. 

A preoperative diagnosis of renal varix or focal 
pyelonephritis was made, and 2 months after his 
admission to the hospital a nephrectomy was per- 
formed. 

Microscopic study of the kidney tissue revealed 
interstitial nephritis with severe sclerosing papillitis. 

The mechanism of the development of hemorrhage 
in these 2 cases is unexplained. Focal chronic 
pyelonephritis was present in both cases, being an- 
atomically associated with the calyx from which the 
hemorrhage occurred. 

Clinically, the urograms in the first case revealed 
a calyceal defect caused by alteration in the adjacent 
renal parenchyma. The authors could not be sure 
that a neoplasm was present, so a nephrectomy was 
done. The second case revealed a narrowing of the 
minor calyx, so a diagnosis of focal pyelonephritis 
was made. Nephrectomy was necessary because the 
bleeding was severe, recurrent, and uncontrollable. 
The urine culture from the kidneys of these 2 pa- 
tients was negative. 

Hematuria and albuminuria may be a constant 
finding in the active phases of this disease while 
pain and other constitutional findings are variable 
and present no definite pattern in focal pyelo- 
nephritis. 

Urograms in many instances will show no abnor- 
malities. Progression of the disease with recurrent 
hemorrhage and scarring may result in narrowing of 
the infundibular portions of a calyx or of the entire 
calyx, fuzziness of the calyceal borders, or actual 
pressure defects. 

Many of the milder cases can be followed up over 
an indefinite period with the aid of supportive 
therapy. Regular check urograms should be done. 
If the patient’s general welfare is not impaired and 
if there is no suspicion of other disease (malignancy, 
tuberculosis) in the kidney, there is no need for 
operative intervention. When hematuria is per- 
sistent, unilateral, severe, and debilitating, and the 
other kidney is adequate, nephrectomy should be 
performed. 

In the 2 cases of severe, recurrent hematuria 
necessitating nephrectomy, chronic focal pyelone- 
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phritis was the striking morphologic change noted 
on microscopic examination of the tissue. 
ConraD A. KvEun, M.D. 


Streptomycin in Urinary Tuberculosis. ArtrHur 
Jacoss and WALTER M. Bortuwick. Proc. R. Soc. 
M., Lond., 1950, 43: 453. 

The authors have attempted to evaluate the re- 
sults of streptomycin therapy for tuberculous dis- 
ease of the urinary tract. The study had been begun 
in the Robroyston Hospital, Glasgow, about 15 
months before this preliminary report was made. 
Ninety patients had been studied; streptomycin 
therapy had been used for 46 patients, and the 44 
patients who did not receive streptomycin served as 
a control group. Patients were not selected but the 
decision as to the group in which each should be in- 
cluded was made solely on the sequence of numbers 
of the patients in the statistically prepared list from 
the hospital office. 

The 90 patients were divided into 5 groups for 
study, as follows: (1) unilateral renal tuberculosis— 
minor lesion without cystitis; (2) unilateral renal 
tuberculosis—major lesion necessitating nephrec- 
tomy and the presence of cystitis; (3) bilateral renal 
tuberculosis—nephrectomy for the more advanced 
lesion; (4) tuberculosis occurring in the remaining 
kidney subsequent to nephrectomy for unilateral 
disease; and (5) major bilateral tuberculous lesions, 
and minor bilateral tuberculous lesions. 

Routine investigation carried out in every case 
consisted of ‘a tubercle-positive urine, confirmed by 
direct smear, guinea pig inoculation and culture. 
The separate kidney urines are similarly examined 
when their collection is possible. The tests are made 
before commencing treatment, on occasions during 
treatment, one month after completion of treatment, 
and at two-monthly intervals during the follow-up 
which still continues. Cystoscopic and pyelographic 
examinations are likewise made before and after 
treatment . . . Tests for streptomycin resistance are 
routine ... Observation on toxic effects with par- 
ticular reference to vestibular damage are also 
made.” 

The treatment given was 1 gm. of streptomycin 
daily in two divided doses given intramuscularly for 
a period of 90 days. 

The results of treatment are described and tabu- 
lated in tables for each group and will furnish some 
interesting reading for the physician interested in 
this subject. The general conclusions of the authors 
regarding the results of streptomycin therapy follow: 

1. Streptomycin has no effect in an established 
case of cavernous renal lesion. Attempts at healing 
with fibrosis may result in active lesions becoming 
shut off so that they may not drain into the pelvis. 
A regression of this constriction and stricture may 
occur later. 

2. Treatment with streptomycin cannot be recom- 
mended to supplant renal operation. In clinically 
unilateral renal tuberculosis, nephrectomy is the 
procedure of choice. 
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3. The authors did not advise routine use of 
streptomycin in all cases of renal tuberculosis not 
suitable for surgical intervention. The reason is that 
vesical contracture may be accelerated. 

4. The most effective use of streptomycin is for 
those patients included in group 2; that is, those 
having unilateral renal tuberculosis, the major lesion 
needing nephrectomy, and associated cystitis. The 
reason for this follows: “Accepting Medlar’s claim 
that in renal tuberculosis both kidneys at the outset 
are involved by minimal lesions, then after nephrec- 
tomy for a unilateral clinical lesion, streptomycin 
should diminish the risk of activation and develop- 
ment of the disease in the apparently healthy kid- 
ney. 

5. Streptomycin does have a definite beneficial 
effect on secondary tuberculous cystitis, but the 
degree of efficacy depends upon the presence and 
relative degree of disease in the kidneys. 

6. Streptomycin is not an alternate to prolonged 
sanatorium care or to nephrectomy when indicated. 

Joun L. Emmett, M.D. 


Polycystic Kidney: Clinical Observations (Ilene po- 
licistico: osservazioni cliniche). GALLIzIA 
and ZENOBIO MarRazzini. Urologia, 1950, 17: 97. 


The authors present a study of 6 women and 3 men 
with polycystic kidney whose ages ranged from 28 to 
52 years, and conclude that this condition is a hered- 
itary disorder transmitted through the mother and 
originating in alterations of the genetic system which 
governs the hereditary characteristics. The disease 
is very rarely found in infants. Its signs are usually 
encountered in adults over the age of 25 years, and 
the most evident ones are hematuria, local swelling, 
and the absence of limpidity of the urine. These 
signs, common to all tumors of the kidneys, are, 
however, distinctive because of their bilaterality and 
their pyelographic picture, particularly that obtained 
with ascending urography, which is decidedly differ- 
ent in the 2 cases. The deformities shown in the 
image of the renal cavities are polymorphous but 
characteristic. 

The pelvis seems to be drawn out, lengthened, 
flattened, and reduced, but its edges are clear-cut. 
Sometimes its direction seems to be changed and its 
major axis is practically parallel to the vertebral 
spine. The upper and lower calices seem to be elon- 
gated and to lie on the same vertical axis as the pelvis. 
However, there are never any defects or breaks on 
their margins which usually are clear-cut and some- 
times convex. The small calices are particularly 
clear-cut and dilated, and end in a cuplike swelling 
with a regular border; sometimes they are connected 
with the large calices by a short pedicle. The ureter 
is usually deviated and arched: its upper third is 
displaced medially and forms a concavity facing 
downward and outward; it then continues laterally 
to the vertebral column and is sometimes applied 
to the lateral processes of the vertebral bodies. 

Conservative therapy (incision of the cysts) is the 
treatment of choice. However, this treatment can- 


not be radical since it is impossible to incise all the 
cysts, especially the internal and the small ones; 
hence, the evolution is toward renal destruction. 
The results obtained by emptying as many of the 
cysts as possible are good, and the intervention, even 
when bilateral, is well tolerated even in cases in which 
the renal function is compromised. Four of the 
patients were operated upon and had a good result; 
4 others refused operation, and intervention was 
thought to be unnecessary in the remaining patient. 
One patient, who was operated upon bilaterally and 
later underwent reoperation on the left kidney, car- 
ried a pregnancy to term 3 years after the last oper- 
ation and is now in good health 4 years after the 
pregnancy. As arule, nephrectomy must be avoided 
and should be used only when there are findings that 
endanger the life of the patient and the other kidney 
is able to meet the needs of the organism. 
RiIcHARD KeMEL, M.D. 


Leucoplakia of the Renal Pelvis with Cholesteato- 

matous Character and Bladder Carcinoma in 

Leucoplakia of the Bladder and Right 

Ureter (Leukoplakie des Nierenbeckens mit Cho- 

lesteatomcharakter und Blasenkarzinom bei prim- 

aerer Leukoplakie der Blase und des rechten Harn- 
leiters). J. Ketter. Zschr. Urol., 1950, 43: 208. 


The author reports 2 cases. In the first, a 50 year 
old man stated that in 1918 the presence of small 
stones was demonstrated roentgenographically in 
his left kidney, and the elimination of gravel and 
stones was also observed. For about 1 year he had 
pollakiuria and pronounced cystitis with involve- 
ment of the prostate gland. Some areas of the 
bladder were ulcerative, but they healed. Three 
months later he returned with pain in the left kidney 
and elimination of gravel. Pyelography was neg- 
ative, and he soon was well. He returned again after 
a year, in the course of which he had been hospital- 
ized for a short time with the diagnosis of pyelitis on 
the left side; he was again complaining of discomfort 
in the region of the left kidney. Pyelography 
showed normal conditions on the right side; but on 
the left there was some blurring of the upper calices 
and pelvis; the bulbus was funnel-like, triangularly 
slender, and seemed to be intact. The upper part of 
the ureter was fusiform and somewhat enlarged and 
showed a streaky filling defect close to its passage 
into the pelvis. 

At operation the left kidney was not enlarged, and 
it felt normal on palpation. An incision over the 
upper pole exposed the upper calices and renal pelvis 
which presented a gray-white aspect and contained 
gray-brown gritty, crumbly masses which were in 
part strongly adherent to their substrate. The kid- 
ney was removed and the macroscopic impression of 
a cholesteatoma in connection with leucoplakia was 
microscopically confirmed. The patient is now free 
from disturbances and is working. 

The second case was not so typical. Since the 
middle of 1948, the patient had pollakiuria and soon 
developed urinary dribbling and fever, and lost 
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weight; the urine was turbid and often somewhat 
bloody. Examination disclosed above the symphysis 
a fist-sized, hard, knobby, not particularly painful 
tumor which was slightly movable and represented 
the thick-walled bladder. Cystoscopy showed a 
tumor in the middle of the bladder behind the ure- 
teral ridge. Cystography showed a giant filling de- 
fect in the prostatic region toward the bladder 
fundus. The bladder was displaced to the left. The 
provisional diagnosis was carcinoma of bladder and 
prostate gland with secondary cystopyelonephritis 
and cachexia. 

The patient was given an implantation of 25 
mgm. of cyren A and castration was performed. 
He was hospitalized for more than 2 months. In the 
beginning he experienced marked subjective and 
objective improvement with decrease in the size of 
the bladder and absence of pain on micturition. 
However, from the sixth week on, he weakened 
rapidly and died in general cachexia. 

Autopsy revealed spotty leucoplakia of a 12 cm. 
long segment of the right ureter reaching into the 
ureteral orifice and circumscribed spotty leucoplakia 
of the bladder mucosa. At this area there was a 
cornified flat epithelium carcinoma of the bladder 
which had originated on the basis of pachydermia in 
chronic cystitis. RicHARD KEMEL, M.D. 


The Therapeutic Results of Nephro-Omentopexy 
(La néphro-omentopexie et ses résultats thérapeu- 
tiques). J. Cx. RupLer and Jean Sém. 
hép., Paris, 1950, 26: 2915. 

Surgical treatment for chronic nephritis has been 
used for the past 51 years. Harisson, in 1896, pro- 
posed that an incision in the fibrous capsule of the 
kidney be made, and Edebohls, 2 years later, pro- 
moted this operation along with nephropexy for the 
relief of chronic nephritis. He did a bilateral neph- 
ropexy after the kidneys had been decapsulated. He 
also suggested that new blood vessels developed 
between the renal parenchyma and the cortex of the 
kidney from the new renal bed. 

It was thought that decapsulation would free the 
kidney from a fibrous, encapsulating shell, and thus 
permit a normal vascular motor reflex to function. 
It was also thought that if the kidney was freed from 
the fibrous shell, it would be able to acquire a supple- 
mentary blood supply from the anastomosis with 
vessels of the neighboring tissue. 

Rolnick and Dogliotti found, on experimental 
work, that the capsule began to reform in from 7 to 
1o days and that the new capsule was complete 
within 3 months. The reformed capsule destroyed 
the normal transcapsular anastomosis. However, 
these purely anatomic observations should not con- 
demn decapsulation entirely, for it has been deter- 
mined that sodium and chloride, a solution of urea, 
or phenolsulfonphthalein is eliminated more abun- 
dantly from the side operated upon than from the 
side which has had no surgical procedure. . Ham- 
burger and others have shown that the renal circula- 
tion is increased on the decapsulated side. 
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Decapsulation is also an adjunct to surgery of the 
sympathetic nervous system. Papin proposed de- 
nervation of the renal pedicle, N. D. Pende advo- 
cated abolition of the aorticoabdominal ganglion, 
and Pérard, Bonamy, and Orsary recommended 
removal of the aorticoabdominal ganglion for the 
treatment of chronic nephritis. 

The authors believe that there are three major 
indications for renal decapsulation: (1) hemorrhage 
in the course of chronic nephritis, (2) the painful 
kidney, and (3) an acute nephritis superimposed 
upon a chronic lesion. 

In hypertension associated with chronic nephritis 
as a result of nephroangiosclerosis or diffuse glo- 
merulonephritis, the results of renal decapsulation 
are favorable but usually transient. 

All of the operations upon the kidney are based 
upon the same principle; namely, to increase the 
intrarenal circulation by a double process—a me- 
chanical one by freeing the kidney from its capsule, 
and a vascular motor one by sympathectomy. The 
authors have suggested that a third factor takes 
place during this type of surgery, and that is an 
increase of the blood supply of the kidney from 
revascularization of the organ from a surrounding 
source. 

Supplemental vascularization of the kidney poses 
five questions: 

1. Which organ and which side of the kidney should 
be chosen for the anastomosis? 

2. Which organ anatomically has evidence of a 
supplemental circulation? 

3. When a kidney has been revascularized, can it 
live with only the new blood supply? 

. What are the effects of revascularization on 
the renal function? 

5. What is the action of nephro-omentopexy on 
experimental hypertension? 

The authors discuss each question, also the ex- 
perimental background which presented evidence 
suggesting that nephro-omentopexy supports the 
renal function by providing supplemental vascular- 
ization to a kidney that has decreased function be- 
cause of a failing blood supply. 

The authors base their clinical observation on 13 
patients who underwent 16 surgical operations (3 
being operated upon on both sides). The first 
operation was done in April, 1944. Most of the pa- 
tients were very ill, dying within a month after the 
first examination, but this is a situation that is 
always associated with a new procedure. The au- 
thors believe that the operation of nephro-omen- 
topexy done with certain precautions is not a 
serious one and has a definite place in the treatment 
of chronic nephritis. 

The contraindications for nephro-omentopexy are 
(1) cardiac insufficiency and (2) severe azotemia. 

A severe degree of azotemia which may respond 
to medical therapy is only a temporary contrain- 
dication to surgery. If the azotemia responds to 
medical therapy, surgery can be considered when 
the azotemia is relieved. Peritoneal dialysis may 
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also help to reduce the azotemia, so that the patient 
can be placed in a better condition before surgery 
is undertaken. 

The authors make a careful preoperative exam- 
ination with complete physical evaluation, study the 
urine from each kidney, and determine the blood 
urea before they decide whether surgery can be done. 
They believe that the chances for a prolonged sur- 
vival are better if both sides are operated upon. 

The anesthetic of choice is cyclopropane with 
ether-oxygen inhalation in a closed circuit. They 
found that spinal anesthesia had an adverse reaction 
on 2 patients who developed anuria following sur- 
gery. After a lumbar approach to the renal area, 
Rudler and Cottet decapsulated the kidney. In 
principle, an important vascular bed already exists 
in the capsule, so the anastomosis of the omentum 
can be more readily made through this vascular 
network. 

After the decapsulation of the kidney, the peri- 
toneum is opened, care being taken not to injure the 
colon. A small tongue of omentum is-taken after 
the colonic mesentery has been removed from the 
operative site. In this manner, a subsequent kink 


of the colon is prevented. The base of the omental : 


strip is sutured to the opening in the peritoneum and 
the tongue of omentum is spread out over the kidney 
and fixed around the vascular capsular collar about 
the renal hilus. 

It may be somewhat difficult to operate on the 
opposite side because most of the omentum has 
previously been used at the time of the first opera- 
tion. In the patients who had an operation on the 


opposite side the authors did a nephromyopexy, 
using either a pedicle of large dorsal muscles or the 
oblique and transverse muscles. 

Following the operation, some of the patients were 
thought to be in uremic coma, but a check on the 


blood showed a fall in the alkaline reserve. This 
acidosis may have developed within a few hours 
after surgery because of the intravenous injection of 
large doses of sodium bicarbonate. 

The careful postoperative examination should in- 
clude the pu of the blood, the percentage of blood 
urea, and the amount of alkaline reserve, as well as 
the function of the individual kidney. 

In conclusion, the authors, because of the results 
of experimental work and their evaluation of 13 
patients operated upon for chronic uremia, believe 
that nephro-omentopexy as well as supplemental 
revascularization of the kidney from strips of muscle 
is a surgical procedure of value when the blood 
supply of the kidney is diminished or when normal 
vascularization of the kidney is altered or sup- 
pressed. 

The results of nephro-omentopexy show that 
there is an improvement of renal function in the 
operative kidney over that in the unoperative one. 
The authors believe that both kidneys should have 
the benefit of surgery in chronic nephritis rather 
than that the operation be limited to one side. 

Conrap A. KuEHN, M.D. 
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Clinical and Roentgenological Considerations on 
Primary Benign Papilloma of the Ureter (Con- 
siderazioni clinico-radiologiche sul papilloma be- 
nigno primitivo dell’uretere). CARLO MAsINi 
and GrovANNi PaAtcHetti. Arch. ital. chir., 1950, 
24: 147. 


A 53 year old railroad worker was hospitalized 
with complaints of right lumbar pain, burning on 
urination, and gross blood in the urine. Microscopic 
examination of the urine showed scattered white 
cells. Renal function tests gave normal results. 
Intravenous pyelography showed dilatation of the 
right renal pelvis and the upper portion of the ure- 
ter. The lower portions of the right ureter failed to 
visualize. Retrograde urography delineated a shadow 
in the ureter beyond which the catheter could not 
be passed, although the contrast medium over- 
flowed into the pelvis of the kidney. The kidney and 
ureter were then resected and a fusiform tumor was 
found in the upper third of the ureter. Histological 
examination showed the structure to be a simple 
papilloma. 

This history serves to indicate the lack of symptom 
specificity characterizing this condition, and the 
necessity for meticulous laboratory and roentgeno- 
logical studies in the establishment of the diagnosis. 

Epitn B. FarNswortn, M.D. 


Urinary Incontinence from Bilateral Ectopic Outlet 
of the Ureters (Incontinenza urinaria da sbocco 
ectopico bilaterale degli ureteri). F. Gattizia and 
G. Vanzacui. Urologia, 1950, 17: 142. 


The authors report the case of a girl aged 9 years, 
who since birth had continuous urinary dribbling, 
persisting in all positions, and complete absence of 
micturition. She had been subjected to a pyelo- 
graphic study 4 years previously and the present 
findings were about the same. She had bilateral 
ectopia of the ureteral outlets into the anterior 
urethra, left microkidney and microureter with little 
function, right megaureter with moderate mega- 
pelvis, a kidney of normal volume, and progres- 
sive atrophy of the bladder through absence of 
function. 

The abnormal morphologic characteristics of the 
pyeloureteral pictures and their constancy in the 
various roentgenograms, with little change from the 
findings of the examination performed 4 years pre- 
viously, suggested malformation rather than ac- 
quired disorder; besides, there were no anamnestic, 
clinical, or laboratory data to support the previous 
or actual presence of infection, and indeed no sign 
of fibrous periureteritis was observed at the sub- 
sequent operation. The diagnostic distinction be- 
tween congenital and acquired disorder was par- 
ticularly important in order to determine the appro- 
priateness of the surgical intervention in view of the 
functional result and the improbability of compli- 
cations. 

It was decided to intervene surgically to make the 
patient continent by means of ureterointestinal 
anastomosis. A Coffey I ureterosigmoidostomy was 
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performed. During the operation, atrophy of the 
bladder was confirmed; in addition, atrophy of the 
uterus was observed, as well as the presence of 
numerous cysts of various sizes in both ovaries; the 
largest cysts were incised. Healing was complete in 
7 days. In a few days the anal sphincter had adapted 
itself to retain the urine secreted by the right kidney, 
and at present the urine and feces are eliminated 
separately and regularly, the feces once or twice in 
24 hours and the urine about every 4 hours during 
the day and not at all during the night. An insig- 
nificant amount of urine coming from the left kidney 
drips from the urethra, but one napkin daily is 
sufficient to keep the patient clean. For the time 
being, the parents oppose further intervention. 
RIcHARD KEMEL, M.D. 


BLADDER, URETHRA, AND PENIS 


Sterilization of Neurogenic Bladder by Mandela- 
mine (Methenamine Mandelate): Studies in 
Bladder Function, No. XIII. Irvine Simons. 
J. Urol., Balt., 1950, 64: 586. 


An attempt was made to sterilize the urine of 122 
patients with infected neurogenic bladders. Mande- 
lamine was given in doses that totalled 3 to 4 gm. 
daily, and was supplemented with ammonium chlo- 
ride or acid sodium phosphate when the pH re- 
mained above 6.0. 

In 73 per cent of the cases, only a single organism 
was isolated from the urine while the others had 
mixed infections. The most common invaders were 
colon bacilli, Staphylococcus albus and Bacillus 
proteus. 

Thirty-six patients developed sterile urine, 32 
patients failed to respond to the drug, and 54 were 
said to be inadequately treated. 

Sterilization occurred in an average of 30 days if 
the patients were not reinfected during catheteriza- 
tion. With reinfection, treatment for 72 days was 
necessary in the cases with good end results. An 
adequate course of treatment is thought to be 500 
gm. of mandelamine administered over a period of 
150 days. If bacteria persist, the treatment must 
be considered a failure. 

Mandelamine proved to have very low toxicity. 
The use of retention catheters for even a short time 
seemed to preclude sterilization of the urine with 
this drug. Ormonp S. Cup, M.D. 


The Cystoscopic Physiognomy of Nonspecific Cys- 
titis (Fisionomia cistosc6pica! das cistites nao 
especfficas). CARNEIRO DE Moura. Bol. clin. hosp. 

civ. Lisboa, 1948, 12: 184. 


Nonspecific cystitis is divided into acute and 
chronic types. A more complex division is not at- 
tempted because any effort to classify the various 
manifestations in the bladder according to the 
causative organism would meet up with the objec- 
tion that the causative agents (they are, of course, 
not always bacteria) do not produce changes in the 
urinary bladder which are pathognomonic. 
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However, this postulation of nonpathognomonic 
changes is not meant to imply that the individual 
pathogenetic agents do not produce manifestations 
which are more or less characteristic. For instance, 
the ulcerations induced in the bladder mucosa by 
the staphylococcus by their long narrow form (as 
though produced by the scratch of a finger nail), are 
all of the same size, 4 or 5 in number, and covered by 
a tightly adhering purulent membranelike deposit. 
About the ulcers is a congested halo of brighter red- 
ness than the rest of the bladder mucosa. The ulcer- 
ations of the cystitis induced by the coli bacilli are, 
as a rule, extensive and covered by thin transparent 
membranes, the surface of the ulcer bleeding easily 
after removal of the covering. These ulcers are 
usually accompanied by edema and congestion of 
the neighboring mucosa. When the ulcer of the colon 
bacillus presents yellowish granulations resembling 
miliary tuberculosis, the tuberculous process may be 
readily distinguished by the absence of congestive 
phenomena. The mixed infections and the strep- 
tococcus are apt to produce a very severe form of 
acute nonspecific cystitis (cystitis pseudomembran- 
osa or gangrenosa). 

In addition to the usual types of acute nonspecific 
cystitis (congestive, ecchymotic, edematous, cystic) 
there is the cystitis granulosa to which particular 
attention is given because of its possible relation to 
an allergic or other form of cystopathy, rather than 
to a genuine inflammation. 

Chronic cystitis may, of course, exhibit many of 
the manifestations of the acute form; however, the 
loss of vesical capacity, the more grayish tinge of the 
mucosa, and the more coarse, perhaps patchy, ap- 
pearance of the chronic inflammations are the char- 
acteristic features of the long-continued inflamma- 
tory processes. When the inflammatory process has 
reached the submucosa or deeper layers of the blad- 
der walls the resulting exuberant granulation pro- 
cesses may so closely resemble the appearances of 
vesical tumor in the cystoscope that only biopsy will 
make the distinction. The chronic inflammations of 
the bladder seldom involve the total mucosa but are 
rather limited to definite portions, preferably the 
trigone. Chronic infections are rarely secondary to 
infection of the kidney per se, but are frequently the 
result of infections of the prostate gland (trigonitis, 
periurethral edema, and ulcerative processes), which 
probably accounts for a part of the preference of the 
chronic processes for the trigone region. 

To the usual forms of chronic nonspecific cystitis 
(cystic, follicular, enphysematous) the author adds 
the cystitis glandulosa, observed in a case of ex- 
trophy of the bladder and probably the result of 
metaplasia of the epithelium, the mucosal epithelium 
being substituted by a cylindrical epithelium, secret- 
ing mucus and in general resembling the epithelium 
of the large intestine. 

The bladder infections, as a rule, involve the 
mucosa exclusively or at least primarily; an excep- 
tion is Hunner’s ulcer (cystitis submucosa). The 
cystoscope discloses perhaps a tiny loss of substance 
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of the mucosa. This mucosa has an anemic ap- 
pearance with patches, or segments, of congestion 
separated by evascular spaces. The lesion presents 
an erosive ulcer located on the lateral wall of the 
bladder, in a mobile portion. It is usually small, 
regular in shape, and extremely sensitive. The ulcer 
is single as a rule, and is very rare in the male sex. 
At times the lesion may lack superficial ulceration 
and it then is brought to light by a rupture of the 
mucosa over the lesion when the bladder is distended 
with consequent bleeding. 
JouNn W. BRENNAN, M.D. 


Morphology of the Uvula Vesicalis (Contributo alla 
conoscenza morfologica della “uvula vesicalis’”). FEpD- 
ERICO GHERARDI. Arch. ital. chir., 1950, 24: 114. 


The uvula of the urinary bladder was described 
by Lieutaud in 1762 as an exaggerated mucosal fold 
appearing on the midline in the neck of the bladder. 
The present study consists of a dissection of 100 
bladders removed from human subjects of both 
sexes, varying in age from fetuses to adults, for the 
purpose of verifying the presence of such a structure. 
Gross and histological examinations led to the follow- 
ing conclusions: 

1. A bladder uvula does not exist in the female. 

2. It is found in approximately 16 per cent of 
male bladders and may be of variable size. 

3. The bladder uvula appears as an elipsoid or 
lenticular mass consisting chiefly of connective tissue 
with elements of smooth muscle deriving from the 
trigone muscle, and showing rare traces of simple 
glands. 

4. This anatomical variant may assume impor- 
tance in the dynamics of the bladder, particularly in 
cases in which hypertrophy is marked. 

EpitH B. FarNswortu, M.D. 


Overlooked Vesical Diverticulosis and Urinary Sur- 
gery (Diverticolosi vescicale ignorata e chirurgia 
urinaria). Riccarpo Pia. Urologia, 1950, 17: 158. 

Among 17 cases of acquired diverticulum of the 
bladder, the author found 4 in which the lesion had 
been overlooked, neglected, or insufficiently studied, 
and had resulted in complications which made sub- 
sequent operation necessary. The most serious case 
was the first, which ended in the death of the pa- 
tient, and the mildest case was the fourth, in which 
simple divulsion of the neck of the diverticulum and 
emptying of its sac resulted in total obliteration of 
the lesion. Of intermediate severity were the second 
and third cases, in which it was necessary to remove 
a kidney. 

Prostatism is often accompanied by diverticulosis 
of the bladder (5 per cent of the author’s cases in the 
last 2 years) which, when unrecognized, may lead to 
serious and even fatal results. The infection present 
in the diverticular sac is of particular gravity since it 
corresponds to a perivesical abscess, the contents of 
which partially overflow into the bladder and ag- 
gravate its infection. As a rule, the diverticula are 
located on the lateroinferior wall of the bladder and 


therefore easily compromise the ureteral orifice or 
the lower ureteral tract. 

The ureteral orifice may open in the diverticulum 
or on the edge of its neck, or when the ureteral orifice 
is not involved the lower part of the ureter may be 
displaced or compromised by the development of the 
diverticular sac or by the peridiverticular infection. 
In this manner the corresponding kidney may in 
turn become the seat of a pathologic process. And 
in this connection it should not be forgotten that the 
opposite kidney may also become the seat of altera- 
tions through the mechanism of vesicorenal reflux. 
In this case, even if the vesical diverticulum is not 
directly responsible for the lesions of mechanical 
character, it may be responsible for the infectious 
complications. Therefore, it is easy to understand 
the necessity of exploring the prostatic patient 
thoroughly before subjecting him to any interven- 
tion. Although lately there has been a tendency to 
explore the bladder of the prostatic patient as little 
as possible in order to avoid instrumental infection, 
the reported cases demonstrate the necessity of a 
complete study of the urinary tract, and this study 
should not be limited to cystoscopy but should in- 
clude urography. When diverticular openings are 
discovered, a complete cystographic examination 
should be made as it alone is capable of clearing up 
the situation. Ricuarp Kemet, M.D. 


Bladder Substitution After Pelvic Evisceration. 
EucEnE M. Bricker. Surg. Clin. N. America, 1950, 
30: 

The author states that both wet colostomies and 
the fashioning of a continent pouch of an isolated 
intestinal segment are unsatisfactory procedures 
following urinary bladder resections. : With this 
premise the problem resolves itself to one of trans- 
porting the urine from both kidneys to a single ex- 
ternal stoma so placed as to be suitable for the use 
of a Rutzen bag. An isolated segment of terminal 
ileum has been found to accomplish this purpose very 
satisfactorily; a segment of ileum 6 to 8 inches in 
length is isolated, and the intestinal tract continuity 
is re-established by end-to-end anastomosis. The 
proximal end of the isolated segment is closed, its 
distal end sutured to the skin, and the ureters im- 
planted into this isolated segment. An accurate, 
two-layered anastomosis is made between the ureter 
and bowel with meticulous mucosal-to-mucosal ap- 
position. This procedure, with the use of the Rutzen 
bag, has given excellent results. 

F. J. LEsEMANN, Jr., M.D. 


Carcinoma of the Male Urethra. H. A. O’BRIEN, 
JoserH D. MitcHELt, Jr., and E. C. St. Martin. 
South M.J., 1950, 43: 839. 

Two cases of carcinoma of the male urethra are 
reported in detail. The first patient was a white 
man, age 75 years, with an antecedent history of 
condylomata acuminata, and later benign papillo- 
mata. He developed a urethral stricture which was 
dilated frequently, and eventually had a bladder 
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tumor as well as the urethral carcinoma. The second 
patient was a white male, age 65, who also had a 
malignant stricture of the urethra. Diagnosis was 
made by urethroscopy and biopsy. 

The authors point out that such carcinomas may 
occur in any part of the urethra; they produce 
symptoms of obstruction, infection, or ulceration, 
and are commonly confused with simple strictures. 

One patient was free of tumor 4 months after 
transurethral resection, while the other patient was 
well 4 months after excision of the affected segment 
of urethra and end-to-end anastomosis. 

Routine urethroscopy in males is recommended 
in the hope of making more prompt diagnoses. 

Several additional cases of carcinoma of the ure- 
thra were presented by the various discussants. 

Ormonp S. M.D. 
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Morphologicoexperimental Investigation of the 
Problem of Hypertrophy of the Prostate (Mor- 
hologisch-experimentelle Untersuchungen zum 
roblem der Prostatahypertrophie). W. H. Ricu- 

TER. Zschr. Urol., 1950, 43: 185. 


Nowadays a hormonal dysfunction alone is gen- 
erally accepted as the cause of prostatic hypertrophy. 
It is known that in all aging men the prostate in- 
creases in size with advancing age, although this en- 
largement does not always produce prostatic dis- 
turbances. The enlargement itself has recently been 
regarded by various authors as the result of the in- 
crease of strogen substances. However, this is 
contradicted by findings which show that in man 
the estrogenic hormones decrease with increasing 
age, finally to disappear completely. In addition, it 
is considered as certain that the testicular hormone 
gradually decreases with increasing age. Only the 
incretion level of the gonadotropic hormone of the 
adenohypophysis remains rather unchanged up into 
old age. From this is drawn the conclusion that the 
relationship between the testicular hormone and the 
anterior hypophyseal hormone, which is normal in 
young men, is disturbed by the disappearance or 
decrease of the testicular hormone in aging men and 
especially in subjects with prostatic disturbances. 

Under this supposition, the author instituted ex- 
periments in male rats and was able to demonstrate 
changes in their prostatic tissue which histologically 
corresponded largely to those observed in true hy- 
pertrophy of the human prostate gland. By treat- 
ment of the tissues with a special silver impregnation 
method it can be demonstrated that the testes and 
the prostate are richly supplied with sympathetic 
nerves which in a specific manner come in contact 
with special cells, the neurohormonal cells. As a 
result of their syncytial connection with the sym- 
pathetic vegetative nervous system, the prostate and 
testes must evidently be dependent on a superordi- 
nate regulatory center which, according to the 
investigations of Spatz and his coworkers, is to be 
found in the region of the tuber cinereum. 
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The hypothesis advanced in another part of this 
work (1942), to the effect that the neurohormonal 
cells play a decisive role in the etiology of prostatic 
hypertrophy, could be verified. The histologic 
changes in the tissue of the hypertrophied prostate 
gland (interstitial cell increase) take place in such a 
manner that, as a result of a disturbance in the 
neurohormonal phenomena of the sexual sphere, 
there is a decreased incretion of the testicular hor- 
mone. This causes trophic sensitization of the 
midbrain-hypophysis system and of the regionally 
dependent neurohormonal cell plasmodium of the 
prostate gland which, under the relatively strong 
action of prolan, turns into the histologic picture of 
hypertrophy through increased cell growth. The 
pathologically hypertrophic action of prolan on the 
prostate gland of castrated rats could be suspended 
by the simultaneous administration of male gonadal 
hormone (testoviron). RicHarp KeEMEL, M.D. 


Fifteen Years’ Experience With Transurethral Man- 
agement of the Prostate Gland (15 Jahre trans- 
urethrale Prostatabehandlung). Horst WILLE- 
BAuMKAUFF. Chirurg, 1950, 21: 329. 


During the first years after the introduction of 
electroresection the method was used in almost 
every case of prostatic hypertrophy, while later it 
was restricted to those cases in which the radical 
operation appeared too hazardous. That this view- 
point, which also predicated an age limit for the 
radical operation, was too one-sided soon became 
apparent. Very large and soft subvesical adenomas 
proved to be unsuitable for electroresection because 
urinary retention could not be eliminated in spite 
of repeated interventions. Gradually electroresec- 
tion came to be regarded not as a procedure of 
necessity or as a substitute operation but as a pro- 
cedure with a few well defined indications, and 
its application became progressively restricted. As 
a result of the more recent success of suprapubic 
transvesical adenectomy with suture of the wound 
bed and primary bladder closure, and also of Mil- 
lin’s retropubic, extravesical adenectomy, the trans- 
urethral operation may gradually become reserved 
for small adenomas, pure middle lobe hypertro- 
phies, sphincter sclerosis, and certain prostatic 
carcinomas. 

In the 15 year period since the introduction of 
electroresection 932 patients with prostatic hyper- 
trophy were treated, 27 per cent by prostatectomy, 
38 per cent by transurethral resection, and 35 per 
cent by conservative treatment. The early mor- 
tality was 16, 9, and 21 per cent, respectively, for 
the three groups. There was an increase in mor- 
tality during the war and postwar periods due to 
prevailing conditions, which has since definitely 
decreased. 

A comparison of the late results of prostatectomy 
and electroresection in cases which were followed 
up shows an age difference at the time of operation 
which was favorable to the former. The higher 
follow-up mortality in the resected group may be 
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accounted for partly on this basis and also as a 
result of more severe urinary infection, renal dam- 
age, and circulatory impairment in the resected 
patients. Joun L. Liynguist, M.D. 


Retropubic Prostatectomy. Tor OLaussEN. Acta 
chir. scand., 1950, 100: 25. 


The author has performed retropubic prostatec- 
tomy in 104 patients. He describes his method and 
analyses the results. 

Preoperatively he continues his usual practice of 
passing catheters for the determination of residual 
urine. Patients in whom there is renal impairment 
and a residual urine have been treated with an in- 
dwelling catheter until the blood urea has returned 
to normal. When renal function is good and the 
amount of residual urine is only moderate, he op- 
erates without preliminary drainage. 

The operative technique is that described by 
Millin, with the exception of the method of draining 
the bladder postoperatively. Prostatectomies are 
performed, however, without any special instru- 
ments. Spinal anesthesia is used almost exclusively. 
The author places sand bags under the hips of the 
patient to facilitate exposure of the prostate. He 
now uses a transverse incision of the skin, the sheath 
of the recti is incised transversely, and the recti 
muscles are separated in the midline. The retro- 
pubic space is opened and the bladder is retracted 
backwards. He ligates any veins he finds in front of 
the prostate, as diathermy has not proved satis- 
factory. Twenty cubic centimeters of a novocain 
and adrenalin solution are injected into the prostatic 
capsule, which is then incised transversely 1 cm. 
below the bladder neck. The enucleation is per- 
formed digitally. If the apex does not separate 
easily it is divided with scissors. A wedge is excised 
from the posterior lip of the vesical outlet and the 
trigonal mucosa is sutured down to the floor of the 
prostatic bed. Oozing from the prostatic cavity is 
controlled with temporary packing. 

The postoperative method of drainage has been 
modified, as follows: a Tiemann catheter is passed 
through the urethra, the tip of which is pulled for- 
ward through the capsular incision. A rubber drain 
of suitable thickness is threaded onto the catheter 
tip and a ureteral catheter is passed a little way into 
its lumen. With the aid of the Tiemann catheter, 
the rubber drain and the ureteral catheter are with- 
drawn through the urethra. The upper end of the 
rubber drain and the ureteral catheter are guided by 
the finger through the vesical outlet into the bladder 
so that the drain will serve to function as an in- 
dwelling catheter. The capsular incision is closed 
with a continuous catgut suture in one layer and the 
bladder is filled with normal saline. Sulfathiazole- 
penicillin powder is distributed into the wound and 
the abdominal wall is closed with a drain into the 
prevesical space. 

Postoperative care is as follows: as soon as the 
patient is returned to bed, irrigation of the bladder 
with normal saline through the ureteral catheter is 


started in order to counteract intravesical clot forma- 
tion and blocking of the indwelling catheter. This 
irrigation is usually continued for the first 3 or 4 
days until the indwelling catheter is removed. By 
means of this irrigating technique, difficulty with 
the bladder drainage has seldom been met with and 
the care and management of the patient has been 
easy. In uncomplicated cases the indwelling catheter 
has been removed on the third to fifth day after the 
operation. Troublesome bleeding has become less of 
a problem. 

Enucleation of fibrous adherent adenomas has 
often caused some difficulty. In these cases the 
author has, at times, inadvertently opened the 
seminal vesicles. There have, however, been no 
postoperative complications as a result of this acci- 
dent. The operation is most difficult in small fibrous 
prostates where the bleeding is greater and the ex- 
posure more impeded than in cases of adenomatous 
enlargement. Sometimes a rupture of the capsule 
downwards toward the puboprostatic ligament oc- 
curred and in those cases they were not able to ob- 
tain a watertight suturing of the capsule. 

A smooth postoperative course is the most striking 
result of retropubic prostatectomy. Bladder spasms 
were rare. The amount of postoperative bleeding, 
although not accurately determined, was considered 
less than after transvesical enucleations. Generally, 
when using permanent irrigation of the bladder 
through the ureteral catheter, bladder drainage has 
been satisfactory. Early in the author’s experience, 
suprapubic leakage was relatively frequent on re- 
moving the catheter; however, in the later cases it 
has been rare, due no doubt to improved technique 
in capsular suturing. 

Of 104 cases, 98 revealed adenoma; prostatitis was 
present in 1 case and carcinoma in 5 cases. There 
were 16 cases of fibrous prostate. 

Indications for prostatectomy have been subjec- 
tive complaints on voiding and objective signs of 
difficult bladder evacuation. In the absence of 
residual urine, bladder trabeculation has been re- 
garded as a sign of difficulty in bladder emptying. 
Forty-two of the patients were operated upon with- 
out preliminary urethral drainage and 62 had cath- 
eter drainage. Preliminary vasectomy was done in 
only a few instances. 

Among these 104 cases there has been but 1 death, 
due to a postoperative pneumonia on the fourth day. 

Various postoperative complications occurred. 
Epididymitis developed in 4 patients with adenoma 
and in 1 patient with cancer. All of these patients 
had a smooth course and the condition subsided 
without abscess formation. Hemorrhages were en- 
countered in 8 cases. In 3 of these the catheter be- 
came blocked on the day of operation because of 
severe bleeding. Secondary hemorrhage occurred in 
4 cases on the eighth, fourteenth, and twentieth (in 
2) postoperative days. In none of these was the 
hemorrhage hazardous and the bleeding ceased on 
replacement of the catheter. Suprapubic leakage on 
removal of the catheter necessitated replacement in 
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9 cases. There have been no instances of persistent 
fistula. Postoperative stricture at the vesical outlet 
occurred in 2 patients, both with fibrous prostates. 
The condition responded to dilatation. Stricture 
plus urinary incontinence developed in 1 patient, 
and microscopic examination of the prostatic tissue 
removed showed a severe prostatitis. 

There have been no instances of urinary inconti- 
nence in patients operated upon for benign obstruc- 
tion. Three of the patients with cancer of the pros- 
tate had urinary incontinence, partial and transient 
in 2 cases, and complete in the third case. 

Osteitis pubis and obturator neuritis have not 
been experienced. 

In summary, the author states that 99 retropubic 
prostatectomies have been performed for benign 
prostatic obstruction, with 1 death. The postopera- 
tive course was without complication in 66 cases. 
Rosert O. BEADLEs, M.D. 


Morbidity After Prostatectomy: A Urethrocysto- 
graphic Study. M. LEopotp Bropny and SAMUEL 
A. Rosins. J. Internat. Coll. Surgeons, 1950, 14: 
143. 

In about 8.4 per cent of prostatectomies, inade- 
quate functional results are obtained. Investiga- 
tion of the local pathologic and anatomic post- 
operative changes is limited, by cystoscopic ex- 
amination, to transitory views of limited areas. By 
urethrocystographic study, however, a graphic pic- 
ture of the entire operative field may be obtained. 
The anatomic alterations that ensue with progressive 
healing can be recorded and correlated with the 
functional changes. In thus establishing an etiologic 
basis for unsatisfactory results, the corrective ther- 
apy is indicated. 

The normal roentgenography of the male urethra 
is reviewed preliminary to discussion of the anatomic 
deformities which follow operations on the prostate. 
In the usual involution following prostatectomy, 
with minor variations depending on technique, the 
prostatic cavity usually appears as an irregular 
funnel-shaped widening, with the base at the blad- 
der and the apex in the region of the verumontanum. 
With urethral healing and the elimination of necrotic 
tissue, the cavity diminishes. In 2 to 4 months the 
sphincteric impressions are well delineated. At the 
end of a year, the prostatic cavity is contracted in 
all directions and becomes spindle shaped, with a 
dilatation in the middle third. Similarly, the bladder 
involutes gradually. The capacity increases, the 
contour rounds out, and the preoperative concave 
filling defect at the base becomes convex and 
descends to a lower level. Several cystourethro- 
grams illustrative of these changes are presented. 

There are many important prostatectomy sequelae 
which produce morbidity. Four complications, viz., 
stricture, vesical neck obstruction, residual pros- 
tatic tissue, and urinary incontinence are selected 
for discussion. 

Stricture. This group comprises the most fre- 
quent urethrographic observation related to un- 
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satisfactory functional results. Destruction of 
mucosa with loss of elasticity and production of 
sclerosis locally cause pronounced narrowings. The 
greatest such incidence occurs after transurethral 
operations. Constrictions form most readily in the 
penile-scrotal angle and may be due to local injury 
and infection secondary to resectoscope passage. 
Scarification of most of the posterior urethra has 
been observed. Excessive fulguration, persistent 
infection, prolonged packing and hemostatic bagging 
are factors that are probably responsible. In void- 
ing urethrograms, the fibrosed posterior urethra 
does not dilate, but remains rigid and narrow, and 
the base of the bladder is fixed and does not descend. 

Vesical neck obstruction. This study may dem- 
onstrate collar constriction due to hypertrophied 
sphincter, elongation and narrowing of the internal 
sphincter, and shelf formations. Wedge resection 
of the internal sphincter and skillful surgery (avoid- 
ing extracapsular enucleations, subtrigonal trau- 
mas, and poor plastic operations) may prevent 
these complications. 

Residual Prostatic Tissue. Urethrocystographic 
study will demonstrate the size, shape, and position 
of retained tissues. Symptoms depend not so much 
on the size of such retained tissue as on their loca- 
tion and arrangement. Continued dysfunction may 
be caused by a nodule that projects into the vesical 
neck or which encroaches on the posterior urethra. 

Urinary Incontinence. This condition may occur 
after every type of prostatectomy with variable in- 
cidence. In the temporary type, due to infection, 
devitalized tissue, and muscular atonicity, the pros- 
tatic cavity appears irregular, the sphincters are 
poorly demarcated, and the entire urethra is di- 
lated. When continence returns, the prostatic cav- 
ity is smoother and smaller, the external sphincter 
is well outlined, and the entire urethral canal has 
increased tone. In permanent incontinence, lacera- 
tion or destruction of the external sphincter, which 
is the main mechanism for prevention of incon- 
tinence, is the most frequent urethrographic finding. 

Twenty-one urethrocystograms are presented, 
which graphically portray the subject matter. 

ALLAN K. SwersigE, M.D. 


Roentgenological Investigation of the Prostatic 
Bed Following Prostatectomy by the Methods 
of Millin and of Freyer (Badania rentgenowskie 
nad losem Lozyska po wytuszczeniu gruczolaka 
okotocewkowego sposobem Millina i Freyera). Lup- 
Mazurek. Polski przegl. chir., 1950, 22: 316. 


Fifteen patients were examined by cystoureth- 
rographic methods following prostatectomy. Nine 
of them had been operated upon by the method of 
Millin and 6 by that of Freyer. 

The technique in this series of examinations con- 
sisted in the usual injection into the bladder, by 
means of the syringe of Janet, without cathether, of a 
large quantity of a 15 to 25 per cent solution of 
sodium bromide. Following this injection 3 ex- 
posures were made as follows: 
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First an exposure was made during the period of 
injection of the shadow-producing medium; second, 
an exposure was made with the urinary bladder 
filled, and, third, an exposure was made during emis- 
sion of the bladder contents (so-called micturition 
exposure). 

In several of the patients a supplementary examin- 
ation was made by the method of Stobbaerts. This 
method consists in the additional injection of air into 
the bladder already filled with the shadow-producing 
fluid. The roentgen exposure is taken with the 
patient standing at the instant when he begins to 
emit the first bubbles of the injected air during the 
act of micturition. By this method the mucosa of 
the urethra shows up by means of the thin coating of 
the shadow-medium. 

The cystourethrographic examinations were done 
in series at various intervals of time, the earliest 
examination at about 2 weeks after operation and the 
last at about 7 months. In the 7 patients operated 
upon by the method of Millin the defect produced by 
the removal of the prostatic adenoma was still pres- 
ent in 6 after periods of from 2 to 4 weeks. In the 
remaining patient the urethra had already resumed 
its normal contours. From 4 to 6 months after 
operation, the prostatectomy defect was discernible 
in only 2 of the 6 patients. 

In 4 of the 5 patients in whom the postoperative 
course could be followed after the Freyer operation, 
the prostatectomy defect was still discernible after 
4 to6 months. Thus, in the group treated by Frey- 
er’s method the defect was still present after the 
allotted interval in 80 per cent, while in the group 
treated by Millin’s method it was still present in 28 
per cent. The healing following the Millin opera- 
tion seemed to be more rapid than that after the 
Freyer operation; however, the healing process 
seemed to depend in any case more or less upon the 
size of the prostatic adenoma removed and upon the 
presence or absence of urinary infection. 

The functional results following the Millin opera- 
tion were extremely good. The patients urinated 
freely and at regular intervals, and this was true 
whether the cystourethrogram showed normally 
healed conditions or the persistent presence of the 
defect. There was only 1 patient treated by the 
Millin operation who complained of urinary in- 
continence and in this case an odd roentgenographic 
picture was presented. The wound suture pulled 
apart and a urinary fistula necessitated the use of an 
in-lying catheter for 60 days. It was observed in all 
of the patients that the length of time that the in- 
lying catheter was left in place had an influence upon 
the rapidity of the wound healing; therefore, it was 
not surprising that the cystourethrogram of the last 
mentioned patient revealed a large butterfly-shaped 
defect, and that the distance between the floor of the 
urinary bladder and the prostatectomy defect was 
much shorter than that in the other patients. The 
author therefore ascribes the urinary incontinence 
to some injury to the internal sphincter. In any 
event the incontinence was noted only when the 
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patient was on his feet and during periods of physical 
exertion; it was regarded as probably being tran- 
scient in character. 

The only other complication was the failure of 
ejaculation of semen during coitus with preservation 
of the power of penile erection; this was noted in 2 
patients. In these patients the prostatectomy defect 
was important and a wide communication with the 
bladder remained. This suggests that the semen 
might have been ejaculated into the bladder rather 
than into the urethra. This behavior of the seminal 
ejaculation has been noted previously among the 
patients operated upon by the method of Freyer. 

Joun W. BRENNAN, M.D. 


Neoplasms of the Epididymis. Review, with a Re- 
port of 2 New Cases. S. Graser. Brit. J. Urol., 
1950, 22: 178. 

The author presents 2 cases of tumors of the epi- 
didymis—a lymphangioma in 1 case and a heman- 
gioma in the other. It is the author’s opinion that 
malignant tumors of the epididymis are twice as 
common as benign tumors. While there is no finality 
about the present multiple diagnostic labels given 
by authors to benign tumors of the epididymis, care- 
ful study of published photomicrographs and of the 
histologic descriptions affords some support to the 
contention of Newton Evans that cases variously 
described as adenoma, myoma, lymphangioma, and 
adenocarcinoma may well be variants of one and the 
same group of tumors which he calls ‘“‘ mesothelio- 
mata.” Clinically they are slow growing, small, 
single, encapsulated, on or near the tail of the epi- 
didymis, and frequently an accompanying hydrocele 
is present. Microscopically the structure is striking- 
ly uniform, apparently endothelial or mesothelial in 
origin; their origin probably is from the mesothelium 
of the tunica vaginalis rather than from the endo- 
thelium of the vascular channels. 

RoseEnsioom, M.D. 


Histologic Changes in the Tunica Vaginalis Pro- 
pria Testis Following Resection and Eversion; 
Experimental Contribution (Modificazioni isto- 
logiche della vaginale propria del testicolo dopo 
resezione ed eversione; contributo sperimentale). 
M. Pepe and P. Conrorti. Gior. ital. chir., 1950, 
6: 323. 

In 5 experimental dogs the tunica vaginalis pro- 
pria testis was partially resected and the remainder 
turned back and sutured behind the testicle as in 
the classical Jaboulay-Vautrin-Boyen operation for 
hydrocele. The testicle was then removed at inter- 
vals of 20, 40, 60, 90, and 120 days following the 
operation. In the 20 day specimen the volume of the 
organ was moderately increased, the albuginea was 
thickened as the result of edema, and the everted 
tunica exhibited along the line of suture a rich de- 
velopment of new connective tissue which was per- 
meated by lymphocytes and occasional giant cells. 

The specimens taken at longer intervals showed a 
condensation of the connective tissue, suppression 
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of the young tissue nuclei, and cellular infiltration. 
The process, on the whole, resembled that of the 
healing process in any surgical wound. There was 
no evidence of the presence of endothelial cells sug- 
gesting a redevelopment of the tunica vaginalis. 
The endothelium of the parietal and visceral laminae 
of the tunica, however, did not disappear and the 
testicle did not adhere to the tunica vaginalis com- 
munis. 

The testicle itself, after a period of 50 days, had 
reacquired its original size and consistency, and the 
microscopic structure of the testicular tissues did 
not exhibit any alteration from the normal. 

This experimental work supports the thesis that 
the specific functions of the testicle do not suffer any 
damage from the operation. 

Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


Sarcoma Botryoides of the Genital Tract in Fe- 
male Children. Ratpy SHackman. Brit. J. Surg., 
1950, 38: 26. 

Sarcoma botryoides is described as a malignant 
mesodermal tumor, like a bunch of grapes, which 
arises from the lower part of the female genital 
tract both in adults and in children. 

Shaw has classified the malignant mesodermal tu- 
mors of the female genital tract according to their 
site of origin in the body of the uterus, the cervix, 
and the vagina. He refers to them as mixed tumors 
of the uterus and vagina and distinguishes (1) those 
which arise in the body of the uterus, occur usually 
after the menopause, and are polypoidal, papillary, 
or lobulated in character, from (2) those which arise 
from the cervix, are of more frequent occurrence, 
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occur in patients from the age of 17 to 52 years, and 
appear typically as grapelike tumors, and from (3) 
the polypoidal sarcoma botryoides of the vagina 
which occurs in very young children. 

Dissemination of the growth to the regional pelvic 
and para-aortic lymph nodes has been reported and 
seems to be relatively uncommon. Pleural and 
pulmonary metastases occur; this type of spread 
occurs more frequently in adults than in children. 

Microscopically, sarcoma botryoides character- 
istically consists of an edematous, myxomatous, or 
cellular stroma containing pleomorphic cells, some 
of which are large, and contain several nuclei, with 
striated fibrils in their cytoplasm. The term rhabdo- 
myosarcoma is applied to the tumor and summarizes 
the histology. The large striated cells—and strange 
it is that striated cells are more common in tumors 
other than those of voluntary muscle—lie adjacent 
to, and mingled with, actively growing myeloblasts. 
Epithelial cells of the vaginal skin may cover the 
tumor and indent its surface; ulceration may be 
present. Bone and cartilage occur occasionally. 

From a study of the case reports to date, it is 
clear that local operations are commonly followed 
by local recurrence of the growth, while spread by 
metastasis is comparatively rare. Therefore, the 
authors treated their patient, a girl 4 years of age, 
by radical excision of the vagina, uterus, bladder, 
and urethra, with transplantation of the ureters 
into the colon. 

It is still too early to talk of cure, but the result to 
date would appear to justify optimism and to dem- 
onstrate the feasibility, even in very young children, 
of an operation which is admittedly radical but 
which offers relief from so lethal a disease. 

RosBErtT TurRELL, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Contribution to the Problem of Localized Bone 
Lesions (Beitrag zum Problem der herdformigen 
Knochenerkrankungen). F. BECKER. Zschr. Orthop., 
1950, 79: 616. 


The classic description of Brodie’s abscess, in 
1832, remains unchanged—a lesion localized within 
the center of the metaphysis, occasionally traversing 
the epiphyseal line. The cavity is filled with puru- 
lent material; staphylococcus aureus also may be 
found. Occasionally the cavity is sterile. The lesion 
is round or oval in shape and is surrounded by an 
area of sclerosing bone within the cancellous bone. 

Often a diagnosis of Brodie’s abscess is made and a 
tuberculous lesion is found at the time of operation. 
Sometimes the lesion is found in cortical bone rather 
than in the cancellous portion of the bone. Kien- 
boeck called attention to this phenomenen for the 
first time. Since that time the condition has been 
called an osteoid osteoma of the cortical bone. 
Often, at operation, no pus is found within the cav- 
ity, and the lesion appears to contain granulation 
tissue or a tough fibrous tissue. The author des- 
cribes 5 cases and presents roentgenographic repro- 
ductions. 

In the first case an oval lesion about 114 inches in 
diameter was observed within the metaphysis, about 
4 inches distal to the tibial tubercle. The diagnosis 
of Brodie’s abscess was made and the histologic 
picture pointed to osteoporosis and osteoid tissue. 

The second case is that of a 13 year old boy with a 
lesion in the anterior aspect of the surgical neck of 
the femur. The diagnosis of Brodie’s abscess was 
made and the histologic examination revealed in- 
flammatory granulation tissue. 

The third case is that of a 1o year old child in 
whom x-ray examination revealed a juxta-epiphyseal 
lesion within the femoral neck. The capital epiphysis 
showed a picture compatible with Perthes’ disease. 
The histologic examination revealed an inflamma- 
tory lesion with areas of necrosis within the granula- 
tion tissue. 

The fourth case is that of a 24 year old man who 
had suffered pain in his ankle joint for a period of 
about 2 years. X-ray examination revealed a lesion 
in the distal end of the tibia; there was an area of 
bone sclerosis surrounding the underlying lesion. 
The histologic picture revealed an area of fibrous 
tissue and also osteoid tissue. 

The fifth case is that of a 27 year old man who had 
a sclerosing lesion in the middle third of the tibia. 
The lesion measured 10 cm. by 2 cm. Operation 
revealed a thickened portion of cortical bone, not as 
hard as normal bone.. The histologic picture re- 
vealed large plump irregular osteoid trabeculi. The 
interspaces were filled with bone marrow. There 


was a common complaint of pain at night, a condi- 

tion that was followed for a prolonged period of 

time. The eitology of these lesions remains obscure. 
GeorcE I. Reiss, M.D. 


Critical Analysis of an Individual Series of Openly 
Reduced Dislocations of the Hip (Etude critique 
d’une série personnelle de réductions sanglantes de 
luxations congénitales de la hanche chez l’enfant). 
— INGELRANS. Acta orthop. belg., 1950, 16: 
309. 

The author reports on the following cases of dis- 
location of the hip: 

1. Nine irreducible hips operated upon after 
arthrography. Seven of the patients were between 
the ages of 18 months and 5 years; they were treated 
by the method of Leveuf and Bertrand. Two pa- 
tients were 8 and 13 years of age, respectively. 
These were operated upon according to the pro- 
cedure of Zahradnicek-Leveuf. 

2. Three redislocations a few months after treat- 
ment in patients 214, 344 and 5 years of age, re- 
spectively. 

3. Four persistent subluxations in patients 2%, 
3, and 14 years of age, respectively. 

4. Three congenital subluxations in patients 9, 
9% and 14 years of age, respectively. 

As additional procedures, a lowering of the ace- 
tabular roof and subtrochanteric rotation osteotomy 
were carried out. The procedure of Zahradnicek- 
Leveuf is not recommended because of the danger 
of ankylosis. 

With use of the other methods the results were 
excellent to satisfactory in 58 per cent of the cases 
and unsatisfactory in 42 per cent. 

The acetabular roof reconstruction according to 
Leveuf’s method gave excellent results. The fail- 
ures of open reduction resulted in coxa plana and 
coxa vara, although the function was good. For 1 
year the author has employed the Colonna proce- 
dure which offers stability and a decreased tendency 
toward ankylosis. If the arthrogram shows satis- 
factory reductions, the Lorenz technique is em- 
ployed. 

Anesthesia is of special importance in children. 
Nitrous oxide with ether is used. Morphine or 
scopolamine is given preoperatively, and evipan is 
given postoperatively. Intravenous therapy with 
250 c.c. of plasma and from % to 1 liter of subrosan 
is also of importance. The plaster is maintained 
for 25 days in abduction, extension, internal rota- 
tion, and hip flexion; it is then bivalved and exer- 
cises are started. After 40 days the whole plaster 
is removed and traction with 2 pounds is instituted. 
After 4 months walking is resumed. The intellec- 
tual development of the child and his environment 
are also responsible factors of the successful out- 
come. Ernest H. BetrmMann, M.D. 
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Tuberculosis of the Anterior Pelvic Girdle (Pubis 
and Ischium) in Infancy and in the Prepuberal 
Period (La tubercolosi del cingolo pelvico anteriore 
(pube ed ischio) nell’infanzia e nel periodo prepu- 
bere). GrusEppE SEGHINI. Arch. chir. ortop. med., 
1950, 15: 358. 


Tuberculosis of the pubis is rare and that of the 
ischium is still rarer. In the files of the Orthopedic 
Clinic of the University of Genoa, for 1931-1949, the 
author found 20 cases of tuberculosis of the pubis 
(0.34 per cent) and 8 cases of tuberculosis of the isch- 
ium (0.139 per cent). Of these 28 cases, 12 occurred 
in children and prepuberal subjects, and constitute 
the material for this report. 

Traumatism was an adjuvant etiologic factor in 6 
cases; there was a familial taint in 1 case, a tubercu- 
lous allergy in 2 cases, and previous bone lesions in 
another 2. The ages ranged from 6 to 15 years; 75 
per cent were males and 25 per cent were females. 

In general, roentgen examination gives a rather 
exact idea of the lesions, which vary with the local- 
ization of the process. For instance, if the lesion is in 
the ischium, especially in the tuberosity, there are 
frequently typical nail marks with an osteosclerotic 
edge representing the tissural defense against the 
invasion of the granuloma. If the lesion is more 
extensive, the tuberosity may present a picture in 
which the cortex is completely preserved and clear- 
cut while the central part is occupied by a seques- 
trum, but sometimes the bone destruction is so in- 
tense that of the tuberosity and the ischium there 
remain only some bone fragments, more or less dis- 
seminated, in a periosteal cuff of reaction. There are 
also cases in which the whole ischium is involved, 
presenting a blown up, marmoreal aspect, the sign of 
a lesion that has extended superficially but has done 
so slowly, and has been resisted. 

In the symphysis, the pubic body, and the de- 
scending ramus, rapid destruction is often encoun- 
tered, while in the horizontal ramus there is more 
often a picture of marmoration in a general aspect of 
halisteresis; in this segment it is difficult to dis- 
tinguish sequestra or partial lesions. Pubic diastasis 
is found only in children’s lesions and is of modest 
proportions, while differences in level of the two 
pubic bones are exceptional and were not encoun- 
tered in the present series. 

The anatomopathologic changes may be limited 
to any individual portion of the ischium or pubis, or 
may occur in various combinations. The cartilage 
between the pubis and the ischium presents a bar- 
rier to the invasion of the tuberculous process and 
is difficult to overcome; but while the ischiatic and 
pubic foci will remain distinct, the former may 
spread toward the hip and the latter toward the 
symphysis and beyond it on the opposite side. In 
the present material, the symphysis was involved 
three times, the symphysis-body-transverse ramus 
complex was involved twice, and the ischiopubic 
ramus with the body, once. 

The symptomatology is nearly always atypical 
and mostly associated with the appearance of an 
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abscess or with contracture of zones of muscles; the 
exact diagnosis is ordinarily made by roentgen exam- 
ination. In pubic involvement the symptoms are 
frequently referred to the homolateral hip. In pubic 
lesions, alone or associated, pain on pressure was en- 
countered only two times in 7 cases, while 4 patients 
complained of coxalgia, and the most frequent 
symptom was limping (5 cases, 71.4 per cent); once 
there was reflex pollakiuria. Abscess was present in 
all but one patient and appeared in from 1 to 2 
months after the onset of the general symptom- 
atology. Since early diagnosis is impossible, ab- 
scess must give the alarm and lead to investigation of 
the bones. 

The differential diagnosis must include osteomyel- 
itis, ischiopubic osteochondritis, skeletal lipoidosis, 
eosinophilic granuloma, solitary myeloma, and sar- 
coma. The prognosis is generally good, unless other 
foci appear. 

In addition to absolute immobilization, the treat- 
ment must first be aimed at the abscesses and fistu- 
las. Penicillin is used to overcome the residual flora 
of a silent fistula (from the tuberculous point of 
view). Instead of injecting streptomycin in the 
fistula, the author now prefers perifocal treatment 
with infiltrations of small quantities of a 1 per 1,000 
solution of the antibiotic daily, or 4 days per week, 
alternating with the oral administration of a deriva- 
tive of para-amino-salicylic acid, 3 to 4 gm., de- 
pending on the age of the patient. Abscesses must 
be treated by frequent aspirations, followed by the 
injection of 0.30 to 0.40 gm. of streptomycin, while 
the general treatment is kept up. Sequestra and 
caseous granulations must be removed surgically. 
For the pubis, many surgeons recommend two in- 
cisions—the superior or transverse suprapubic in- 
cision and the inferior, at the root of the scrotum or 
the labia majora; the second is preferable. For the 
ischium, the surgical approach is generally posterior, 
following the fistulous tract, usually through the 
gluteal region. RicHarp Kemet, M.D. 
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Results of Treatment of Subacromial Bursitis in 
340 Cases. Guy A. CALDWELL and Byron M. Un- 
KAUF. Ann. Surg., 1950, 132: 432. 


The records of 485 patients with subacromial bur- 
sitis, who were treated in the Ochsner Clinic during 
the 7 year period ending July, 1949, were analyzed 
in an effort to evaluate the various methods of treat- 
ment employed. Follow-up reports of the results 
obtained on 340 patients after an average period of 
3 years were analyzed with reference to the stage of 
the disease at the time of treatment. 

The various types of treatment in this series were 
administered or prescribed by seven different sur- 
geons in the orthopedic department. The general 
attitude has been that with conservative nonopera- 
tive measures, most patients will become reasonably 
comfortable and gain fair use of the arm within a 
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few weeks. The principal aim has been to relieve the 
acute pain as soon as possible and then to preserve 
motion or to overcome such adhesions as were al- 
ready present by the use of heat, followed by stretch- 
ing exercises. 

Complete relief of some of the most acute symp- 


toms was promptly obtained after injection of a 1 


per cent solution of procaine hydrochloride into the 
skin, muscle, and bursa, followed by multiple punc- 
tures of the tendon near its insertion into the tuber- 
osity. Success in some of the acute cases led to use 
of the same procedure in some of the patients with 
subacute and chronic bursitis. 

As a rule most patients were also advised to have 
some form of heat applied to the shoulder, followed 
by gentle massage to relax the muscles, and then to 
practice circumduction movements and _ other 
stretching exercises to combat the formation of 
adhesions. 

Roentgenotherapy combined with sedation has 
been used more and more by the authors to relieve 
severe pain when it occurs at any stage in the course 
of subacromial bursitis, seeming to be most effective 
in the initial attacks of the acute stage. 

Release of tension by opening the bursa and in- 
cising the supraspinatus tendon, followed by -re- 
moval of calcified deposits, was reserved for the most 
acute cases, those in which relief was not obtained 
by more conservative measures, and the chronic or 
recurrent cases. After incision of the tendon the 
shoulder was manipulated gently to establish a full 
range of motion, and suspension or traction was 
applied to the arm for 1 to 2 weeks postoperatively. 
Stretching exercises were employed while the patient 
was in bed, and were continued after the patient was 
dismissed from the hospital. 

Manipulation under anesthesia was carried out in 
a few of the chronic “frozen shoulders,” which did 
not have calcified deposits. Manipulation was usu- 
ally done at one sitting, and a complete range of 
motion was re-established. In most of the patients 
so treated the shoulder yielded readily with the 
separation of only one or two strong bands of ad- 
hesions. The immediate postoperative reaction was 
usually not severe and great improvement in the 
range of motion continued for a few days. However, 
in spite of suspension and traction, and voluntary 
and assisted active exercises, most of the shoulder 
movements became more limited and the net gain 
was small, although the associated pain was often 
considerably lessened. 

Analysis of results indicates that: 

1. Satisfactory relief of pain and restoration of a 
useful range of motion may be obtained by conserva- 
tive measures in 70 to 85 per cent of cases. 

2. Roentgen therapy is an effective measure for 
the relief of pain produced by tension within the 
supraspinatus tendon in 85 per cent of cases. 

3. Physical therapy is a necessary adjunct to all 
other measures that may be employed. Physical 
therapy alone is adequate for many subacute or mild 
chronic cases. 


4. Recurrent attacks are to be anticipated in 22 
per cent of cases following acute or subacute symp- 
toms, and in 33 per cent of patients with chronic 
symptoms. 

5. The presence or absence of calcified deposits 
seems to have no relation to the various stages nor 
to the incidence of recurrent attacks. 

6. The longer the symptoms have persisted the 
poorer the outlook for relief by conservative meas- 
ures. In the chronic group, 33 per cent of patients 
had poor results. Rupotps S. Reicu, M.D. 


Repair of the Tendon of the Long Flexor Muscle of 
the Thumb Without Sacrifice of the Original 
Tendon (La restauration du tendon long fléchisseur 
du pouce sans sacrifice du tendon primitif). G. 
Rovuter. J. chir., Par., 1950, 66: 537. 


Whereas severance of the long flexor tendon of the 
thumb can easily be repaired in the palm, injuries of 
the tendon at the thumb proper are much more 
difficult to treat. Direct repair im situ is impossible 
because postoperative adhesions in the narrow os- 
teofibrous groove and poor functional results are un- 
avoidable. To insure good function, tendon grafts 
have been made in these cases from the tendon of a 
toe extensor or of the plantar muscle. 

The author describes an operation which permits 
retention of the original tendon as this tendon is 
superior in strength and shape to the flat and narrow 
tendons of the toe muscles. To avoid complicating 
infection the operation is done only some time after 
the wound of the thumb has healed completely. 

A curved incision is made at the lateral aspect of 
the end phalanx to expose and exteriorize the distal 
fragment of the tendon at the point where it leaves 
the osteofibrous groove. A second incision, 3 cm. in 
length, is made at the medial aspect of the thenar 
eminence. The tendon is exposed in the groove 
formed by the bellies of the short flexor and fixed 
by two silk threads. 

A third incision, 8 cm. in length, is made in the 
forearm to expose the tendon and the fleshy part of 
the muscle. The tendon is easily recognizable as it 
courses along the muscle at its medial border. 
After it is separated from the muscular portion an 
incision in the form of a Z is made in the tendon to 
produce the length necessary for the suture to the 
distal fragment. Then the proximal fragment is 
pulled down from the incision at the thenar and 
sutured to the distal fragment. Finally, the muscle 
is reunited to the tendon, and the weak portion of 
the tendon where the Z incision had been made is 
reinforced by a graft from the distal fragment. The 
arm is immobilized for 4 weeks. 

WERNER M. Sotmirz, M.D. 


Arthroplasty of the Hip Joint with Vitallium (La 
artroplastia de cadera con vitalio). V. Sancafs 
Otmos. Gaz. méd. Port., 1950, 3: 627. 


The encouraging results obtained by American 
surgeons with the use of vitallium for arthroplasty 
have induced the author to use this method of treat- 
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ment in some cases in which the operation seemed 
justified. Thus, since 1947 the technique has been 
carried out in 18 hip joints. This operation was 
carried out in 15 patients, 3 of whom were operated 
upon bilaterally. Three of the patients were females, 
and 12 were males. The conditions for which the 
operation seemed indicated were: in 10 instances a 
polyarthritis rheumatoidea; in 3 cases an arthritis 
deformans; in 1 case, traumatic arthritis (central 
luxation of the femur), and in 1, Perthes’ disease. 

On the whole the results have improved, in con- 
sonance with the improvement in the author’s own 
operative experience in these cases. In the cases of 
polyarthritis, the early results were likely to be good, 
frequently brilliant; however, the ultimate results, 
although not on the whole discouraging, have not 
been so good. Apparently, especially in the still 
active cases, the operative relief has not been suf- 
ficient to prevent the new formation of a patho- 
logic synovia, which, after a year or so, tends to lead 
to renewed pain and stiffness. Nevertheless the ul- 
timate condition was still better than the original 
condition, and even a tiny amount of increased 
— capacity in these patients is accepted grate- 

ully. 

In the patients with arthritis deformans, the re- 
sults have been admittedly mediocre; however, 
many of the discrepancies can be attributed to lack 
of operative experience, and to the difficulties with 
the technique itself in operating upon these hip 
joints which are practically devoid of a practically 
utilizable femoral head. Here again, however, any 
improvement at all is apt to have the most favorable 
repercussions for the patient. In fact, the results 
obtained in the last patient operated upon for 
arthritis deformans were frankly acceptable, and the 
author believes that it is in this very condition that 
the best results may be expected for this type of 
arthroplasty. In the case of Perthes’ disease, again 
the author attributes the relatively adverse result to 
the absence of a femoral head and neck. 

The same imperfections in technique are again 
blamed for the relative failure of the operation in the 
case of traumatic arthritis, osseous bridging having 
been rendered possible above and below the cup of 
vitallium. 

The author believes that the introduction of 
heterologous material as an interposition substance 
in these arthroplasty procedures signifies a substan- 
tial improvement. When the acrylic resins can be 
brought to the point of qualities of resistance and of 
indifference to the surrounding tissues, equal to that 
of the special rustless steel, vitallium, they will be 
preferable because of their lower cost and their 
transparency for the roentgen ray. 

For the ordinary case, the author prefers the 
technique of Smith-Petersen at the Massachusetts 
General Hospital; however, he concedes that the 
techniques of Hernandez-Ros and of Judet may be 
especially indicated in old pseudarthroses with ab- 
sorption of the femoral neck. 

Joun W. BRENNAN, M.D. 
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FRACTURES AND DISLOCATIONS 


A Method of Treating Fracture-Dislocations of the: 
Cervical Spine, Employing Suboccipital Skele- 
tal Traction. RoGER ANDERSON and LoucuH- 
LEN. West. J. Surg., 1950, 58: 451. 


The authors present a method of treating fracture- 
dislocation of the cervical spine with the use of 
suboccipital skeletal traction. The technique is de- 
scribed and amply illustrated. 

The authors state that the simplest and safest way 
to obtain skeletal traction is to use a thin pin, which 
is placed under the occipital bone. The pin is in- 
serted by hand, like a needle, under local anesthesia, 
without moving the patient from the room. Traction 
in this form can be safely exerted in any indicated 
amount. 

Since the suboccipital pin is placed posterior to 
the cervical spine, traction may have a tendency to 
force the head into flexion, but not to the degree that 
one would expect because the posterior cervical 
muscles are much stronger than the anterior group. 
If traction should pull the head into flexion, this can 
be controlled by placing a strap over the frontal area 
and tightening the strap in the buckles which are at- 
tached to the sides of the occipital horseshoe. This 
strap is well padded with felt so that pressure will be 
evenly distributed over the whole anterior surface 
of the frontal bone. 

Stubborn or excessive head flexion can be readily 
overcome by combining suboccipital with subzygo- 
matic traction. This unique biplane form of skeletal 
traction furnishes an adjustable means for positive 
control of traction. Construction of this combina- 
tion subskeletal traction device is such that by sim- 
ply turning a nut the operator is able to pull the head 
into position of flexion, of straight extension, or of 
hyperextension. 

The advantages of suboccipital traction are many. 
Foremost is that such traction inherits the benefits 
of skeletal traction on the vault without inheriting 
the dangers. It is such a practicable procedure that 
the attending surgeon can use it with relative safety. 
The equipment is minimal and consists of a trans- 
fixion, traction bow, a strap, and rope and weight. 
Local anesthetic suffices. No instruments are needed 
to place the transfixion since it can be inserted by 
finger pressure alone. There is no need to sacrifice 
the hair, to make skin incisions, to drill into the cra- 
nial bones, to move the patient from the room, or to 
delay reduction because of associated shock, scalp 
laceration, head injury or skull fracture. 

The chief advantage of the biplane subzygomatic 
and suboccipital traction is that it gives a surpris- 
ingly easy and quick means of converting the pull 
from one of traction in hyperextension to that of 
straight extension, or to traction in flexion. Another 
advantage is that with old unreduced fractures or 
with heavy muscular individuals, a very large 
amount of traction can be safely employed since the 
force on the head is distributed over several areas 
rather than concentrated on two points. This extra- 
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osseous form of skeletal traction dispels the surgeon’s 
and the patient’s fear of injuring or infecting the 
meninges or brain. Rupotpu S. Reicu, M.D. 


The Management of Simple Fractures of the Clavi- 
cle in Adults. T. B. Quictey. N. England J. M., 
1950, 243: 286. 

Three methods of management of simple fractures 
of the clavicle in adults are discussed by means of 
figures, photographs, roentgenograms, and diagrams. 
The simple method which the author suggests is to 
have the patient lie back over a broomstick at a 45 
degree angle to get hyperextension of the fractured 
clavicle so that it falls back into alignment. 

Four case histories are included to illustrate this 
method. One simple method makes use of a figure- 
of-eight splint. A second method suggested is that of 
external immobilization by means of a plaster of paris 
cast including the injured shoulder, chest, and arm 
down to the elbow. A third method for difficult 
cases was open reduction with internal immobiliza- 
tion by means of a metal pin. 

; RIcHARD J. BENNETT, JR., M.D. 


The Treatment of the Neglected Dislocation in the 
Distal Radioulnar Joint (Der Therapie der ver- 
nachlaessigten Luxation im distalen Radio-Ulnar- 
gelenk). Joacuim Kirscw. Chirurg, 1950, 7: 407. 


The distal radioulnar joint, having a wide joint 
capsule, is less stable than the proximal, which is 
fixed by the ligamentum annulare radii and is there- 
fore less susceptible to dislocation. The dislocation 
in the distal radioulnar joint is usually caused by 
marked force (heavy fall of weight) on the su- 
pinated and flexed lower arm. The reduction by 
axial traction is simple when the arm is supinated in 
volar dislocation, and pronated in dorsal dislocation. 
Normally, the ulnar head is protruding dorsally. A 
dislocation can be diagnosed roentgenographically if 
in the lateral view the ulna is behind the radius which 
also overlaps it in the posteroanterior view. 

If the dislocation is overlooked, a persistent swell- 
ing after 3 weeks and possible Sudeck’s atrophy with 
painful limitation of rotation is typical if bridging 
callus or pathology in the proximal radioulnar joint 
can be excluded. 

As a surgical correction the author recommends 
resection of the distal ulnar portion to the extent of 
1¥% cm., followed by 2 weeks of plaster immobiliza- 
tion. The carpoulnar joint is not affected because of 
the presence of the discus articularis. 

Ernest H. BEtrMann, M.D. 


Fractures of the Pelvis and Sciatic Paralysis (Frat- 
ture del bacino e Paralisi dello sciatico). FEDERICO 
PERAZZINI. Chir. org. movim., 1950, 34: 243. 


The author reviews 81 cases of fracture of the pel- 
vis which were cared for at the Orthopedic Institute 
in Bologna from 1941 to 1949. In this series he found 
g cases of sciatic nerve damage, or approximately 
12 per cent. He considers this a relatively high figure 
of nerve involvement in this type of fracture. 


385 


Fig. 1 (Perazzini). Mechanism of the sciatic lesion in an 
ischioacetabular fracture. The shaded area represents the 
typical fragment which is posteriorly displaced in this type 
of fracture. The ischial spine which is always included in 
the fragment drags the sciatic nerve with itself. In more 
severe displacements paralysis can occur from compression 
and traction. 


In 2 cases of sacral fracture, 11 cases of fracture of 
the wing of the ilium, and 3 cases of diastasis of the 
symphysis pubis there was no associated nerve in- 
jury. However, in 15 cases of double vertical fracture 
there were 3 cases of sciatic trauma. In 17 ischio- 
acetabular fractures there were 3 cases of nerve in- 
volvement, in 4 cases of fracture with subluxation of 
the femoral head there was 1 case, and in 29 cases 
of ischiopubic fracture there were 2 cases of nerve 
involvement. 

There is a detailed anatomical discussion of the 
relation of the lumbosacral plexus and sciatic nerve 
to the greater sciatic notch, ischial spine, and 
ischial tuberosity, with roentgenological and dia- 
grammatic explanation of the mechanism of nerve 
involvement in each type of fracture. 

The author recommends a thorough neurological 
examination in this type of fracture and early surgi- 
cal intervention when definite evidence of sciatic 
damage is present. 

The principles of adequate bony restoration are 
emphasized and intervention for sciatic nerve dam- 
age is aimed at freeing the nerve from compressive 
forces by neurolysis and resection of bony callus, the 
sciatic spine, or the lower margin of the greater 
sciatic notch. Postoperatively, immobilization in 
plaster is maintained for a period of from 30 to 
40 days and followed with physiotherapy and elec- 
trotherapy. 

Several illustrative cases are documented in detail 
with photographs of the operative procedure. 

GerorceE L. Narp1, M.D. 
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Fracture of the Femoral Neck in Children (Fracturas 
de cuello de fémur en los nifios). O. R. MarétTToLr 
and A. Dipier. An. cirug., Rosario, 1950, 15: 1. 

In a group of 100 patients with fracture of the 
neck of the femur, 4 were children. 

The great majority of this type of fracture in 
children is found in those over 10 years of age. Asa 
rule, there is no marked displacement of the frag- 
ments, and the linear fissure may easily be over- 
looked in roentgenograms. Among the causative 
factors, a fall from a considerable altitude is fre- 
quently recorded. Subcapital fractures predispose to 
aseptic necrosis of the head of the femur more often 
than other types of fractures of the femoral neck. 
This complication seems to have no relation to the 
kind of treatment employed. 

Coxa plana, degenerative arthritis, or shortening 
of the involved extremity may be the sequel of 
lesions caused by an insufficient blood supply. In 
the author’s material, aseptic necrosis occurred in 1 
child whose fractured extremity was immobilized 
according to Whitman’s method, and in another 
case in which a splint was applied. 

Although Boehler considers pseudarthrosis as a 
rare complication, this condition developed in 2 
patients treated by the author. In one patient the 
immobilization was discontinued before consolida- 
tion of the fragments took place, while in the other 
the treatment consisted solely of bed rest, without 
any attempt at reduction or immobilization. 

There is no uniformity of opinion as to the treat- 
ment of fractures of the neck of the femur in children. 
A satisfactory maintenance of reduction is not easily 


accomplished when Whitman’s method is employed. © 


A plaster of paris cast may have an untoward effect 
on the epiphyseal cartilage in children younger than 
13 years. The authors recommend traction applied 
at the earliest possible moment and continued for 
from 4 to 6 days, in order to obtain a satisfactory 
reduction. Extra-articular introduction of a three 
flange nail may be employed in selected cases. If 
the opportune moment for nailing is gone or if trac- 
tion fails, subtrochanteric reduction may furnish 
very good results. Joseru K. Narat, M.D. 


The Treatment of Intertrochanteric and Pertro- 
chanteric Fractures of the Femur. Traction 
Treatment or Internal Fixation? Huco Arons- 
son. Acta chir. scand., 1950, 100: I10. 


The author reports 139 cases treated between 1939 
and 1944 with skeletal wire traction. The average 
age of the patients was 72 years. In 97 patients the 
wire was inserted in the lower end of the femur, and 
in 42 through the tibial tuberosity. The limb was 
placed in a Braun splint after reduction, with eleva- 
tion of the foot of the bed. The treatment was dis- 
continued prematurely in ro patients because of their 
poor general condition, and 21 patients died during 
the course of the traction treatment. The average 
period of hospitalization of the patients given the 
complete treatment was 151 days. The mortality 
during hospitalization was 15.8 per cent. 


Sixty patients were treated by open reduction and 
a Smith-Petersen nail was placed obliquely on the 
lower part of the shaft. A long screw was inserted 
through both cortices of the femur. The patient was 
allowed out of bed in approximately 1 week, and 
weight bearing was permitted after 3 or 4 weeks with 
the protection of crutches. The mortality in this 
series was 8.3 per cent. The average duration of 
hospitalization was 59 days. 

The author concludes that certain patients may 
be treated with either method, but others must be 
treated by skeletal traction. 

Danie H. Levintuat, M.D. 


Kuentscher Nail Technique for Fractures of the 
Femoral Shaft. J. E. M. THomson. J. Internat. 
Coll. Surgeons, 1950, 14: 166. 


This article is concerned with the treatment of 
fractures of the shaft of the femur by the insertion 
of an intramedullary nail, as in the Kuentscher 
technique. 

The author believes that this method is suitable 
for fresh transverse and oblique fractures of the mid- 
shaft of the femur, for similar fractures 4 inches 
below the tip of the great trochanter and above the 
lower third of the femur, and for certain comminuted 
fractures in which it is difficult to retain full apposi- 
tion. This treatment may also be used in simple or 
compound fractures, and in old nonunions and mal- 
unions. 

The technique is described in detail and the article 
is accompanied by illustrations. The need for very 
good aseptic technique, proper sizes of nails, and the 
instruments for their insertion and roentgenographic 
check is emphasized. Aftercare is discussed; the 
author prefers temporary splinting and muscular 
exercises for a period of 2 weeks before ambulation. 

Case reports with illustrations, and a discussion of 
the results are presented. There were 15 fractures 
of the upper third of the femur, 13 of the middle 
third of the femur, and 14 of the lower third of the 
femur. The group included simple and compound 
fractures, oblique, transverse, and comminuted frac- 
tures, and fresh and old cases with malunion and 
nonunion. Two cases of pathologic fracture of the 
femur are reported also. Early ambulation and 
weight-bearing is generally accepted in the fresh 
fractures. Plaster immobilization for 2 to 3 months 
is needed in the old fractures. Stiff-leg weight-bear- 
ing was carried out for 2 or more months. Gener- 
ally, the results were very good and the author be- 
lieves the method a good one for the treatment of 
such fractures. Donatp C. Geist, M.D. 


The Treatment of Traumatisms of the Ankle; 
Their Complications and Sequelae (EI trata- 
miento de los traumatismos del tobillo. Sus com- 
plicaciones y secuelas). Dominco Vazquez ROotri. 
An. ortop. traumat., 1950, 3:9. 


The views here expressed are based upon a study 
of 1,360 clinical histories which have been collected 
in the Traumatologic Institute in Montevideo, Uru- 
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guay, in the 8 years since this service began to func- 
tion. The material is divided into 1,300 fractures and 
60 cases representing the sequelae of fractures. Only 


those case histories are considered in which the time 


that has elapsed since the institution of therapy has 
been at least 1 year. 

For the purpose of discussing therapeutic methods, 
the fracture material has been classified from a 
clinical standpoint into unimalleolar, bimalleolar, or 
associated fractures of the tibial pylon (those frac- 
tures involving at least one-fourth of the tibial- 
bearing surface of the talotibial articulation), supra- 
epiphyseal and metaphyseal fractures, and epiphy- 
seal detachments. In separate brackets are also 
placed the open fractures, old neglected fractures, 
and the sequelae of fractures. 

The simple sprain is treated by an adhesive plaster 
(elastic) or a Unna’s paste boot extending from the 
knee region to the base of the toes. This support is 
worn for 8 days, is then removed, and residual 
edema or painful spots are treated by physiotherapeu- 
tic methods (heat, massage, injections of novocain). 
Such methods were also generally applied to the 
sequelae of all the other types of trauma. 

In the unimalleolar fractures, any deformity is 
corrected by closed methods, and a lateral plaster 
splint is applied and kept snugly applied by turns of 
adhesive plaster. The splint ends just below the 
outer malleolus but the adhesive dressing is contin- 
ued to the base of the toes. The patient is then got- 
ten up early and encouraged to walk about. It is 
only in the case of an irreducible torsion of the 
malleolarfragment (the tibial malleolus) thatan open 
operation may have to be added with fastening of the 
fragment in place by means of a rustless steel screw. 

In the fractures of the tibial border, after correc- 
tion, the foot is put up in a full leg cast, with the foot 
in dorsal flexion in the posterior fractures, and in an 
equinus position in the anterior fractures. Screw 
fixation should be necessary only in the rarest 
instances. Anatomic and functional recovery should 
be accomplished in almost roo per cent of cases. 

Where the break involves the bearing surface of 
the tibia (fractures of the tibial pylon) correction is 
especially important. Such correction is usually 
easily accomplished where the fragment is uncom- 
minuted; where comminution has occurred, the re- 
construction of the bearing surface is problematical 
and the question of arthrodesis may be considered; 
otherwise the treatment is analogous to that for 
border fractures. 

In open fractures of the ankle region, the newer 
antibiotics have permitted more leeway in the in- 
dications for treatment; nevertheless these modicums 
do not permit neglect of the local surgical treatment 
of the wound. Early treatment of the injury is, of 
course, imperative; however, delayed treatment is 
not always avoidable since the treatment of a possi- 
ble infection is always of first importance. 

In a total of 1,300 recent fractures of the ankle 
region, surgical procedures were required in only rs. 
In 6 of these 15 patients the correction could be 
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maintained by periosteal suture; in the remaining 9 a 
rustless steel screw was required. 

Of the 60 patients who came under treatment late, 
with uncorrected, or faultily corrected, fragments, 8 
presented a pseudarthrosis of the tibial malleolar 
fragment; in 3 of these the fragment was composed 
simply of the malleolus itself, and in the remaining 5 
the malleolar fragment was combined with fracture 
of the other malleolus. In a few instances the malleo- 
lus had to be excised; however, in most cases a 
temporary adhesive dressing or the injection of 
novocain in the painful spots resulted in relief. These 
last results were so striking that they have caused 
the author to believe these troubles arise more from 
the ligaments and fascia than from the fracture itself. 

Joun W. BRENNAN, M.D. 


The Sequelae of Malleolar Fractures in Traffic 
Accidents (Les séquelles des fractures malléolaires 
chez les accidentes du travail). M. BELENGER, E. 
VANDER Etst and R. MineEz. Acta orthop. belg., 
1950, 16: 404. 

Among 318 patients 177 presented isolated ex- 
ternal malleolar fractures, 47 internal malleolar 
fractures, 75 bimalleolar fractures, and 19 trimalleo- 
lar fractures. In addition there were fractures of the 
posterior margin. The external malleolar fractures 
caused disability for 76 days, the internal malleolar 
fractures for 85 days, the bimalleolar fractures for 
167 days, and the trimalleolar fractures for 224 days. 
In patients less than 35 years of age there were no 
permanent sequelae from the external malleolar 
fractures but in those who were older circulatory 
changes and stiffness prevailed. 

Generally, the horizontal fracture of the internal 
malleolus is intra-articular, but occasionally it is 
combined with a tibiofibular diastasis and a possible 
posttraumatic arthritis. 

The bimalleolar fractures have the following 
special features: they are rare in individuals more 
than 30 years of age, they produce a prolonged in- 
capacity, the trophic changes last longer than the 
bony consolidation, there is decalcification in the 
seventh and eighth weeks which occurs in spite of a 
walking cast or gangliar blocks, and there is atrophy 
of the calf muscles which is sometimes hidden by an 
edema. The diastasis is often overlooked because of 
insufficient roentgenography. A valgus or planoval- 
gus positioniscommon. ‘The trimalleolar fractures 
are most commonly associated with arthritis, stiff- 
ness, and edema, which proper treatment will pre- 
vent. Ernest H. BetrmMann, M.D. 


ORTHOPEDICS IN GENERAL 


A Study of the Viability of Autogenous Frozen Bone 
Grafts by Means of Radioactive Phosphorus. 
Currrorp L. Kiran, HyMER FRIEDELL, JERREL BEN- 
SON, MARVIN BERG, and DONALD M. GLOVER. Ann. 
Surg., 1950, 132: 427. 


This article elaborates on a portion of a previous 
report describing a technique employing the metab- 
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olism of radioactive isotopes as a measure of via- 
bility of immediate autogenous bone and cartilage 
grafts. The data reported showed that these grafts 
existed as viable tissue from the time of transplanta- 
tion, since they metabolized radioactive phosphorus 
(P#) at about the same rate as control bone and 
cartilage, forming their own blood supply and inte- 
grating themselves as a vital part of the system from 
the time of transplantation. 

The present study presents the observation of the 
effects of refrigeration on the viability of autogenous 
bone grafts during storage and after transplantation, 
when the following technique is used: 

The right ilium of normal adult dogs weighing 
from 10 to 12 kgm. was removed in one piece, 
stripped of periosteum and muscle, and divided into 
segments of approximately equal size with a chisel. 
These bone chips, containing both medullary and 
cortical bone, were sealed in sterile containers and 
stored in a deep freeze unit at o° C. for periods rang- 
ing from 2 to 6 months. 

The grafts were then implanted separately in the 
subcutaneous tissues of the anterior chest wall of 
the same animal from which they were originaily 
taken, after they had regained room temperature. 
Immediately after implantation, the animal was 
given 200 microcuries of radioactive phosphorus 
intravenously. At varying intervals the grafts were 
then removed simultaneously with control samples 
from the intact ilium and were assayed for their 
radioactive phosphorus content. 

After 5 to 7 days the grafts were found to be 
intimately associated with the tissues of the animal, 
and it was no longer easy to remove them without 
excising a portion of the surrounding tissue. This 
intimate association of the grafts with the tissues of 
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the animal became more marked with time, and 
the grafts ultimately became surrounded by a thin 
layer of cortical bone. In about 3 weeks, the sharp 
corners and edges were seen to disappear, the grafts 
assuming the appearance of sesamoid bones. Their 
over-all size was somewhat reduced. The length of 
time the bone was allowed to remain in the deep 
freeze unit before use apparently caused no variation 
in their behavior. Experiments were also carried 
out in which one-half of the frozen chips were boiled 
for 45 minutes before they were implanted in the 
right chest wall, and viable, frozen grafts were im- 
planted in the opposite chest wall. The boiled grafts 
differed from the viable grafts in that they did not 
become intimately associated with the surrounding 
tissues of the animal. A thick fibrous capsule was 
formed around the graft, but it could be shelled out 
very easily from its bed 5 weeks after implantation. 

After the specimens were properly preparéd they 
were counted by an ordinary Geiger-Mueller counter, 
with the decade scaler. The data compiled led the 
authors to the following conclusions: 

Devitalized or boiled bone does not metabolize 
P®, This finding seems to justify the assumption 
that there is no tissue fluid exchange to and from the 
graft which does not become integrated or vascular- 
ized as part of the body. 

Autogenous frozen bone grafts exist as viable 
tissue when implanted after storage at o° C. as long 
as 6 weeks. They not only exhibit the metabolism 
of P® but also incorporate P® at approximately the 
same rate as the controls. 

Further studies are being carried out with homo- 
genous bone, with variations of the isotope, the tem- 
perature, and the length of time the grafts are stored. 

Rupotps S. Reicu, M.D. 
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BLOOD VESSELS 


Phlebography: Technique, Indications, and Re- 
sults (La flebografia: tecnica, indicazioni e risultati). 
GrusEpPE ZANNINI. Policlinico, sez. chir., 1950, 57: 
57- 

In phlebography of the lower extremity by the 
direct route, the author performs a percutaneous 
puncture of one of the dorsal veins of the big toe 
because these veins are more fixed than the other 
veins of the foot, allow better distribution of fluid, 
and prevent painful overdistention. The puncture 
is done with the patient sitting and his leg hanging 
down. To block the superficial circulation, a rub- 
ber band is applied around the malleoli and its ten- 
sion regulated in accordance with the condition of 
the tissues. The patient is then put in the horizon- 
tal position and the injection is performed by hand, 
0.5 c.c. of the fluid being introduced per second up 
to a total of from 20 to 30 c.c. The use of the in- 
jection apparatus is inadvisable because the oper- 
ator must evaluate the resistance encountered in 
order to regulate the pressure and to have an idea 
about the condition of the circulation from the be- 
ginning of the examination. The contrast fluid used 
is in most cases a 40 per cent solution of neopyelo- 
phanine, but sometimes a 50 per cent solution of 
pyelosil or nosydrast. The films are taken toward 
the end of the injection so that the last cubic centi- 
meters are being injected during the exposure. A 
sufficient dose of heparin (40 mgm. or more) is 
then injected and the patient is told to walk about. 
With this method the author has always obtained 
excellent visualization of the deep veins of the leg 
and has encountered practically no complications. 

In the retrograde method, which presupposes a 
pathologic condition of the valves, the contrast sub- 
stance used must be absolutely painless and have 
no irritating action on the vascular endothelium. 
The vein injected is the internal saphenous, close 
to its outlet, the external saphenous in its terminal 
tract, or the femoral vein while its distal end is 
compressed to force the fluid to run in the proximal 
direction. 

Phlebography is indicated in all conditions in 
which knowledge concerning the venous circulation 
is desired, but especially in acute and chronic 
venous thrombosis and its complications. It is also 
indicated in varicosities of which data are obtained 
that are useful for the interpretation of their ex- 
tent and indispensable for guidance in treatment. 
The clinical tests which are commonly used for the 
diagnosis of venous disorders cannot furnish exact 
information on the nature and mechanism of cer- 
tain lesions. This is the case, rather frequently 
seen in practice, when valvular insufficiency of the 
internal or external saphenous vein is associated 
with insufficiency of one or more of the communi- 


cating veins. This makes it necessary to identify 
the vein or veins on which intervention must be 
performed, and the required information can be 
provided only by phlebography. 

RIcHARD KEMEL, M.D. 


Venous Adaptation Following Bilateral Radical 
Neck Dissection with Excision of the Jugular 
Veins. JoHn Armes Gius and Ducatp H. Grier. 
Surgery, 1950, 28: 305. 

This paper, which was read before the Society of 
University Surgeons in Philadelphia in February, 
1950, contains a good discussion of the anatomy of 
the veins of the head and neck. Venograms out- 
lining the vertebral system of veins when all other 
cervical veins are closed by compression are pre- 
sented. 

The cases of 8 patients in whom bilateral radical 
neck dissections were done for metastatic carci- 
noma are reported. The interval between the right 
and left dissection varied from 1 month to 6 years. 
In each case the internal jugular vein was included 
in the dissection. Edema of the face was present 
during the immediate postoperative course in all. 
Three patients died of their disease. Four patients 
had persistent puffiness or edema of the face, and 
only 1 patient had no permanent changes. In 4 
of 5 patients who survived longer than 4 months 
after the final stage the venous compensation was 
rated as good. 

In discussing this paper, MopDLIN stated that at 
the Ellis Fischel Cancer Hospital the internal jugu- 
lar vein was removed bilaterally in 6 patients dur- 
ing the past to years. All removals were done in 
two stages with an intervening period of at least 
4 weeks. There was no immediate mortality, but 
edema of the face, laryngopharynx, and conjunc- 
tiva was marked in all of the patients. These alarm- 
ing sequelae can be avoided by leaving the vein on 
one side but removing its sheath. 

The discussion was concluded by Batson who 
stated that the anatomy of the venous system of 
the neck is favorable to bilateral jugular vein liga- 
tion and there need be no great fear of ligation of 
both internal jugular veins when conditions de- 
mand. FREDERICK W. Preston, M.D. 


The Influence of the Satellite Nerve on the Vascular 
Modifications Following Ligation of the Corre- 
sponding Artery (Dell’influenza del nervo satellite 
sulle modificazioni vascolari successive alla legatura 
della corrispondente arteria). SERGIO ABEATICI and 
Luicr Camper. Arch. ital. chir., 1950, 73: 3- 


Notwithstanding reports in the literature sug- 
gesting that there are no fibers in the spinal nerves 
capable of modifying the vasomotor reactivity in the 
innervated areas, the present study is offered as 
evidence that a vasomotor mechanism exists which 
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is associated with the afferent and efferent fibers of 
the spinal nerves. 

Ligations were performed on the femoral artery 
in the dog, and the crural nerve was sectioned. 
Arteriograms were made at varying intervals. Con- 
trol studies were made with similar ligations without 
section of the nerve. 

From these studies it appears that section of the 
nerve results in marked dilatation of the corres- 
ponding artery. The application of these findings 
to the treatment of peripheral vascular disease is 
discussed. B. Farnsworta, M.D. 


Arterialization of the Satellite Vein. Experimental 
Method of Treatment of Arterial Occlusion 
(L’arterializzazione della vena satellite. Metodo 
studiato sperimentalmente per il trattamento delle 
ostruzioni arteriose). A. and B. Brnpa. 
Minerva chir., Tor., 1950, 5: I. 


The authors attempted to utilize the satellite vein 
as a substitute for an occluded artery. For this pur- 
pose an upper arteriovenous anastomosis was estab- 
lished in dogs between the femoral artery and the 
accompanying vein; the artery was ligated below and 

the vein above the anastomosis; collateral branches 
of the vein were ligated. The lower anastomosis 
united the popliteal artery and the corresponding 
vein; the vein was ligated below the anastomosis and 
the artery above it; the collateral branches were 
ligated. A side-to-end, an end-to-side, or an end-to- 
end anastomosis was used. All 27 dogs were hepari- 
nized. The operation was successful in 15 animals. 

The circulation in the shunt was studied at various 
intervals after the operation by means of injections 
of a radiopaque substance. Gasometric studies of 
the blood from the substitute artery were performed. 
Manometric determinations above and below the 
arterialized vein were made. 

The authors conclude that the method is sound 
and applicable clinically. JosepH K. Narat M.D. 


Observations on Experimental Atriovenous Anas- 
tomoses, with Particular Reference to Con- 
genital Anomalies of the Venous Return to the 
Heart, and to Cyanosis. FRANK GERBODE and 
HERBERT HULTGREN. Surgery, 1950, 28: 235. 


Anastomoses between the superior vena cava 
and the left atrium is feasible when the veins are 
large enough to make the procedure technically 


possible. Shunts were made in 12 dogs, 5 of which 
survived for more than 30 days. They did not 
seem to be seriously disturbed by the operation 
and exhibited only a mild cyanosis. Care must be 
taken to evert a generous cuff of atrial wall. 

Serious cardiac irregularities seldom occurred 
when the atrium was clamped, incised, or sutured. 
The use of 2 per cent procaine on the surface of 
the heart may aid in this procedure. 

The average postoperative arterial oxygen satu- 
ration was 82 per cent as compared to a preopera- 
tive average of g2 per cent. 

FREDERICK W. Preston, M.D. 
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Studies with Arteriovenous Fistulas. Response of 
the Normally Innervated and Denervated Heart 
to Occlusion of the Fistula. Harris B. Suv- 
MACKER, Jr., L. W. FREEMAN, and LEO R. RADIGAN. 
J. Thorac. Surg., 1950, 20: 505. 


This article deals with experimental data concern- 
ing the change in cardiac output and in blood pres- 
sure when an arteriovenous fistula is compressed 
digitally. A comparison was made between the 
sympathetically denervated heart and the heart 
totally devoid of the cardiac nerves, as well as the 
heart which is normally innervated. Dogs were used 
as the experimental animals and the method of 
interpretation of the nervous mechanisms was given 
in detail. 

The studies would indicate that the characteristic 
decrease in cardiac output and elevation of the blood 
pressure upon digital occlusion of a peripheral arteri- 
ovenous fistula take place regardless of whether the 
heart is normally innervated, deprived of its sympa- 
thetic innervation, or totally denervated. It is 
recognized that the method of estimating the cardiac 
output, although reasonably accurate, is nevertheless 
subject to some experimental error and that the 
maintenance of the same basal status for all the 
studies is difficult to achieve. 

The exchange in cardiac output upon opening or 
closing an arteriovenous fistula is explained, accord- 
ing to Starling’s law, upon alteration in the volume 
input and consequent differences in the stretching 
of the ventricular muscle fibers. The change in blood 
pressure would appear to be explainable upon the 
alterations in peripheral resistance. 

STEPHEN A. ZIEMAN, M.D. 


Cervical Arteriovenous Anastomosis in the Treat- 
ment of Mental Retardation, Convulsive Dis- 
orders, and Cerebral Spasticity. CHar.es F. 
McKuann, W. DEAN BELNAP, and CLAUDE S. 
Beck. Ann. Surg., 1950, 132: 162. 


Microscopic studies of central nervous system 
tissue show that in a number of instances in which 
severe symptoms such as convulsions and mental 
retardation exist, there is evidence of an inade- 
quate blood supply. Reduced cerebral blood flow 
and lowered cerebral metabolism have been sub- 
stantiated by measurement of the blood flow and 
oxygen consumption in cases of mental retardation, 
convulsive disorders with associated gliosis, senile 
arteriosclerosis, and idiopathic epilepsy. In an at- 
tempt to increase the cerebral blood flow and re- 
lieve the symptoms, the authors have produced a 
shunt from the carotid artery to the jugular vein. 
This increases the cerebral flow and causes partial 
revascularization of the brain. 

At first, the common carotid artery was used for 
the anastomosis, but later the external carotid ar- 
tery was found to be more satisfactory. This arte- 
riovenous fistula is made between 3.5 and 4.0 mm. 
in its greatest diameter. This is found to be large 
enough to prevent thrombosis and small enough 
to prevent an excessive increase in the intracranial 
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pressure. The jugular vein is divided below the 
anastomosis, and all branches up to the jugular 
foramen are ligated to prevent direct transmission 
of the arterial pressure to the right side of the 
heart. In some cases it is necessary to revise the 
anastomosis to secure a larger or smaller stoma. 
The right side is the one of choice because it drains 
the peripheral portion of the brain, predominantly 
in contradistinction to the left side which drains 
the deeper parts of the brain. 

One hundred twenty-five patients have under- 
gone this operation. The follow-up period was 
from 2 to 15 months. Children and adults were 
included. About 35 per cent of the children with 
convulsive disorders, mental retardation, and cere- 
bral palsy, as well as a small per cent of the adults 
with cerebral vascular accidents secondary to ar- 
teriosclerosis, have been benefited. This was shown 
by measurement of the oxygen tension and objec- 
tive improvement. The difficulty in evaluating the 
improvement, especially subjective improvement, 
is stressed. The greatest intelligence quotient jump 
was from 40 to 60. Behavior was sometimes im- 
proved. Little benefit was shown in patients with 
genetic or idiopathic epilepsy. Early improvement 
with later remissions was often noted. This is a 
new procedure that has had enough favorable re- 
sults to justify further trial. 

Rosert L. Craic, M.D. 


Thromboembolic Disease. A Discussion of the 
Problem in Surgical Patients with Particular 
Reference to the Fatal Embolus. Dovctas A. 
FarMER and REGINALD H. SmiTHWIcK. Angiology, 
1950, I: 291. 

This report is concerned with the results of a 
survey of 95 cases of suspected or proved throm- 
boembolic disease occurring on the general surgical 
services at the Massachusetts Memorial Hospitals, 
Boston, from May, 1946 through December, 1948, 
and at the Framingham Union Hospital, Framing- 
ham, Massachusetts, from May, 1947 through De- 
cember, 1948. Pulmonary embolism was suspected 
clinically or proved by roentgen examination or 
autopsy in 34 per cent of the 95 cases, and in 25 
per cent it was the first sign of the disease. This 
catastrophe accounted for 12 deaths, a mortality 
incidence of 38 per cent of the cases in which it 
occurred, or 12.6 per cent of the patients with 
thromboembolic disease. In 2 of these 12 fatalities, 
however, massive embolism was a possible but 
somewhat unlikely cause of death. Moreover, these 
2 cases were the only ones in which thromboembolic 
disease was suspected and treated. The most strik- 
ing feature, then, of this analysis is that 10 of 12 
deaths, representing the absolute mortality rate, 
occurred without warning in patients in whom 
thromboembolic disease had not been suspected 
previously. 

Thus, if the mortality rate of this disease is to 
be materially lowered, attention must be directed 
to such wholly unanticipated deaths. For this rea- 
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son, adequate prophylaxis assumes a position of 
paramount importance in the over-all therapy. 

The authors attempted to devise and test the 
practicability of a theoretical method of selecting 
patients for prophylaxis which would prevent the 
great majority of deaths aid, at the same time, re- 
duce to an acceptable minimum the number of pa- 
tients requiring prophylaxis. Until a reliable, in- 
expensive, and easily performed laboratory test is 
devised which will accurately predict impending 
thrombosis or point out early asymptomatic clot- 
ting, such a selection of patients for prophylaxis 
must be made on clinical grounds. 

On the basis of an analysis of the frequency of 
the various predisposing factors, with particular 
emphasis upon those apparently contributing to 
the incidence of fatal emboli, a scoring system was 
devised whereby each one of the factors was assigned 
a numerical grade according to its relative impor- 
tance. Having evaluated several different scoring 
systems, the authors have come to the conclusion 
that any patient whose total score at any time dur- 
ing his hospitalization reaches the critical level of 
6, should be seriously considered a candidate for 
the development of thromboembolic disease and 
treated prophylactically. In addition, it is believed 
that prophylaxis must be given serious considera- 
tion in major amputations or major fractures of the 
lower extremities. 

However, since this plan would necessitate mass 
prophylaxis in approximately 30 per cent of all 
admissions and because of the expense and other 
disadvantages of prophylactic measures currently 
available, the authors have elected to score all pa- 
tients but to defer a complete prophylactic program 
for the present. It seems probable that closer ob- 
servation of this susceptible group of patients will 
further increase the number in whom peripheral 
signs or symptoms are present and thereby permit 
a more practical manner of selecting patients for 
intensive prophylaxis in an effort to reduce the 
incidence of fatal pulmonary embolism. 

Davi H. Lynn, M.D. 


Aortic Embolectomy. M. R. Ewinc. Brit. J. Surg., 
1950, 38: 44. 

Two cases of successful aortic embolectomy are 
reported. In one case the common iliac artery was 
ligated on one side, and in the other case an ex- 
ploratory incision in the iliac artery was sutured 
and the continuity of the artery preserved. Signs 
of circulatory impairment persisted postoperatively 
in both patients in one lower extremity, but no 
serious disability was present. 

The operative approach is through a midline 
lower abdominal incision with the patient in the 
Trendelenburg position. The operation may be 
done extraperitoneally, but the authors prefer a 
transperitoneal approach. Palpation of the aorta 
and the iliac vessels must be done carefully to de- 
termine the limits of the embolus. The clot may 
be extracted through a 1 cm. incision in the anterior 
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wall of the aorta, or through an incision in the iliac 
vessels, preferably the one most involved by the 
embolus. Heparin may be used to advantage while 
the patient is awaiting surgery and during the 
postoperative course. 

The authors found 23 reports in the literature of 
successful operation for saddle embolus. In about 
50 per cent of the cases the emboli are associated 
with rheumatic heart disease with fibrillation. The 
sex incidence favors females. 

FREDERICK W. PreEsTON, M.D. 


BLOOD; TRANSFUSION 
Hemostasis and the Hemostatics (L’hémostase et les 
hémostatiques). PAuL VAN DER LINDEN. Acta chir. 
belg., 1950, Supp. p. 1. 
This article is the first part of a review of the sub- 
ject of coagulants and anticoagulants presented be- 


fore the Belgian Surgical Congress meeting at Ghent, _ 


Belgium, on the tenth day of June, 1950. The second 
article, concerned with anticoagulants was prepared 
by André van Wien. 

The classification of Armand J. Quick with refer- 
ence to the theory of coagulation is accepted, not 
because it is scientifically determined in all details, 
nor because it is universally accepted as true, but be- 
cause it is simple and clear, and it explains almost all 
the anomalies of coagulation encountered in bleeders. 
This theory divides the processes of coagulation into 
three phases. The first phase consists of the contact 
of the thrombocytes with the vascular walls in the 
area of injury with liberation of the thrombocytic 
enzyme, which when combined with thromboplas- 
tinogen (antihemophilic globulin) forms the plas- 
matic thromboplastin. In the second ‘phase the 
plasma thromboplastin, or the tissue thromboplas- 
tin, when combined with ionic calcium and pro- 
thrombin, under the catalytic action of an plas- 
matic activator (factor V, labile factor) forms 
thrombin. In the third phase the thrombin, when 
combined with the fibrinogen, forms fibrin. 

Many preparations intended to affect one or the 
other of the above cited processes have been pro- 
duced; however, numerous authors have observed 
subjects affected with disturbances of coagulation 
in whom the pathogenesis could not be elucidated, 
and hemorrhagic affections in which all the tests 
devised for these different processes give an appar- 
ently normal response. For a precise diagnosis of 
these conditions there is needed not only a more per- 
fect understanding of the mechanism of blood coag- 
ulation, but also more precise methods of clinical 
and chemical examination than those currently in 
use. 

Until then whole blood would seem to be the best 
general hemostatic and should be used in all cases 
of hemorrhage not affected by local hemostatics as 
well as in those which are affected thereby. Whole 
blood presumably contains all the elements neces- 
sary to the process of coagulation, and it supplies 
also the functional elements lost in the process of 
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bleeding. Certain methods of general hemostasis 
must actually be deprecated, i.e., the much used 
icebag is usually contraindicated in most types of 
hemorrhage since a lowered temperature seriously 
interferes with the processes of coagulation, and ir- 
radiation treatment to the spleen is useful only in 
such conditions as Banti’s and Werlhof’s diseases 
_ will frequently be found to exercise a pernicious 
effect. 

In the matter of local hemostasis, the field seems 
to have become pretty well dominated by the re- 
sorbable hemostatic tampons. These tampons, how- 
ever, are not to be considered as substitutes for 
suture or ligature, when the latter are practicable. 
The old gauze tampons had to be removed—a grave 
disadvantage in many instances. The tampon of 
muscle becomes necrotic, is phagocytized or trans- 
formed into fibrous tissue with a fibrous reaction 
which is rather intense and frequently invades the 
surrounding tissues. The fibrin foam tampon, re- 
sulting from the studies on blood plasma by Cohn, 
of Harvard University, is an effective hemostatic and 
unfavorable (antigenic) effects have not, so far, been 
observed in its use on the human; however, the sub- 
stance is hard to prepare and is expensive. The gela- 
tin sponge overcomes many of the disadvantages of 
fibrin foam. It is cheap, easily prepared, and does 
not require the use of thrombin. It adheres more 
tightly to the bleeding surface than does fibrin foam, 
and does not resorb as rapidly. It would, of course, 
have no antigenic properties. Its only drawback is 
the danger of infection. This latter disadvantage 
would seem to prohibit its use in the reinforcement 
of intestinal suture lines and for the prevention of 
abdominal adhesions. 

Oxydized cellulose is better adapted to the sur- 
faces of irregular wounds and is hemostatic even in 
the individual suffering with grave troubles of blood 
coagulation. Its disadvantages are its interference 
with the antibiotic properties of penicillin and in 
delaying wound healing. The implantation of small 
fragments of oxydized cellulose in the bed of a frac- 
ture causes considerable slowing of the processes of 
bone repair. Such interposition of this substance 
between the two surfaces of a nearthrosis might, on 
the other hand, favor the continuance of mobility. 

An entirely new form of hemostatic substance is 
that procured from brown algae (Laminaria flexi- 
caulis). The succus of this plant consists in the main 
of alginic acid. It is a viscous substance which, in 
the form of the sodium salt and in the presence of 
ionic calcium, coagulates rapidly. This coagulum is 
prepared in thin sheets, fibers, and meshes much 
after the manner of the gelatin sponge. This sponge 
has the same hemostatic properties as the oxydized 
cellulose; however, it possesses many advantages 
over the cellulose: it withstands sterilization in the 
autoclave without loss of properties; it does not in- 
hibit the regeneration of epidermic or osseous tissues 
and does not inhibit the action of thrombin or of 
penicillin. In other words, it seems to combine all 
the advantages of the other hemostatic products 
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without any of their disadvantages. Although the 
author has not had sufficient experience with this 
material to express a definite opinion about its 
worth, he nevertheless feels that it is the most in- 
teresting form of hemostatic tampon so far encoun- 
tered. Joun W. Brennan, M.D. 


Intravascular Blood Coagulation (Les coagulations 
sanguines intravasculaires). GUSTAVE DE MUE- 
LENAERE and JANuSZ SEP- MATULEWICcz. Acta chir. 
belg., 1950, 66: 508. 

The authors present an exhaustive treatise cov- 
ering the entire field of intravascular blood coagu- 
lation. The article includes the physiology and 
chemistry of normal clotting, the mechanism and 
pathogenesis of thrombosis and embolism, its dif- 
ferential diagnosis, prophylaxis, and medical and 
surgical treatment. Only a few points can be re- 
ported in this abstract. 

Blood coagulation depends on three principal 
factors: (1) slowing down or stoppage of the circu- 
lation, (2) agglutination of the erythrocytes, which 
can be observed under the microscope, and (3) a 
very complex chemical mechanism which can be 
divided in two phases: 

(a) prothrombin+ Ca+thromboplastin = 

thrombin; 

(b) thrombin+Ca-+fibrinogen = fibrin. 

Dicumarol inhibits the first phase by destroying 
the prothrombin, whereas heparin inhibits the sec- 
ond phase by neutralizing thrombin. Overdosage 
of dicumarol is treated by high doses of vitamin K 
which, within a few hours, is transformed into pro- 
thrombin. Thrombin is produced commercially, 
and the authors recommend its local application by 
stomach washing in gastric hemorrhage and its 
parenteral use in hemophilia. 

Among the mentioned factors, changes in the 
blood itself play by far the most important role 
in the pathogenesis of thrombosis. Disturbances 
in the equilibrium of the different substances re- 
sponsible for coagulation (calcium, thromboplastin, 
prothrombin, heparin) and furthermore, increase of 
the viscosity and agglutination of the platelets are 
frequent occurrences after operations and decisive 
factors for the formation of thrombi. Slowing down 
of the blood flow is a contributory factor, but in 
itself never causes coagulation as has been shown 
in animal experiments. Alteration of the vascular 
walls, especially traumatism, may cause thrombo- 
sis, but this is comparatively rare. 

The authors emphasize the role vascular spasm 
plays in thrombosis and embolism. Very small 
emboli in the peripheral circulation may cause se- 
vere disturbances in large areas because of spasm. 
Spasm may even simulate embolism in the absence 
of emboli. According to some authors, many cases 
of phlebitis are caused primarily by arterial spasm 
which is the cause of pain and edema. Blood co- 
agulation follows only after several days due to 
the stoppage of the blood flow and the resulting 
chemical changes in the blood. This theory is cor- 
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roborated by the observation that phlegmasia alba 
dolens can be cured within a short time by novo- 
cain infiltration of the lumbar sympathetic nerve. 

Arterial thrombosis is quite rare and, in most 
cases, is a postoperative complication of pre-exist- 
ing arteritis. Thrombosis of the aorta usually orig- 
inates in one iliac artery and may lead to gangrene 
of the legs. Thrombosis of the internal carotid 
artery causes hemiplegia and aphasia. 

In prophylaxis, daily testing of the prothrombin 
time and treatment with heparin and dicumarol 
play the most important role. However, the au- 
thors believe that trisodium citrate is superior in 
several respects to these two substances: it is much 
cheaper and easier to administer, only one injec- 
tion every other day being necessary; it has a 
greater safety margin, and treatment of overdosage 
is simple, by intravenous injection of calcium. 

The technique of heparin and dicumarol treat- 
ment in existing thrombosis is discussed in detail. 
For the first 3 weeks the dosage of heparin should 
be high enough to increase the coagulation time to 
three times the normal. Enough dicumarol should 
be given to lower the prothrombin level to between 
20’ and 30 per cent of normal. Some authors also 
add ephedrine and atropine to avoid reflectory vaso- 
constriction. 

In the treatment of phlebitis, infiltration and 
roentgen irradiation of the lumbar sympathetic 
nerve have been used successfully by several men. 

Finally, the surgical treatment of thrombosis and 
embolism is discussed. 

WERNER M. Sotmitz, M.D. 


Concerning the Employment of Sodium Bicar- 
bonate as an Anticoagulant and Its Application 
in Blood Transfusions (Sur l’emploi du bicar- 
bonate de soude comme anticoagulant et application 
de cette méthode a la transfusion sanguine). ‘Hrro- 
Ijrma and Masayasu Ijrma. Presse méd., 1950, 
58: 924. 

Toward the end of the Second World War it be- 
came almost impossible to procure sodium citrate, 
and therefore sodium bromide (NaBr), sodium sali- 
cylate [CsH, (OH) COONa (4.2)], Seignettes’ salt 
or sodium and potassium bitartrate [C,Ne (OH): 
(CO.K) (CO.,Na)+4 and sodium bicarbonate 
(NaHCO,) were studied as possible substitutes. 
Although the other salts were also efficient anti- 
coagulants at concentrations of from 1 to 1.5 per 
cent or above, all but the sodium bicarbonate were 
found to possess certain disadvantages, such as 
disturbances of the central nervous system and of 
the kidneys. 

Sodium bicarbonate at concentrations of 0.6 per 
cent or slightly above was found to produce less 
general reaction than even the usual citrate (mod- 
erate elevation of the temperature and a slight chill 
in 2 attempts of 50). 

The bicarbonate was dissolved in distilled water 
to 8 per cent in 20 c.c. ampules and sterilized after 
sealing for 30 minutes at 80° C. In emergencies the 
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solution could simply be prepared and sterilized by 
boiling in an open container. This resulted in some 
transformation of the NaHCO, into Na,CO, with- 
out, however, incurring any insurmountable diffi- 
culties. 

In the transfusions into human subjects 3 c.c. of 
the 8 per cent solution of sodium bicarbonate were 
drawn into a 100 c.c. syringe and the blood to be 
transfused was drawn into this syringe to the 
amount of 92 c.c. The mixture thus obtained 
contained a concentration of 0.64 per cent of so- 
dium bicarbonate. 

Up to the present time 50 transfusions have been 
given to 34 subjects by this method without seri- 
ous inconvenience. Joun W. Brennan, M.D. 


The Dangerous Universal Donor (Le donneur uni- 
versel dangereux). P. Mourreavu. Bruxelles méd., 
1950, 30: 1723. 

Since long experience has proved that blood from 
the universal donor, group O of Landsteiner, does 
not, as a rule, prove seriously incompatible when 
given in transfusion to the members of other groups, 
particularly to those of group A (to whom trans- 
fusion with group O blood would be contraindicated 
because of the titer of anti-A agglutination in the 
blood of group O), the author has tried to determine 
the cause of this absence of reaction to the blood of 
the O-group of donors. 

The dilution by the recipient’s blood, of course, 
explains some of the loss of activity of the anti-A 
agglutinins in the donor’s blood but does not seem 
sufficient to clarify the entire problem, and the 
author came to the conclusion, as did Putkonen, 
that some of the agglutinin was being absorbed and 
rendered inactive by the body tissues other than 
the blood. 

In order to demonstrate this inactivation the 
author prepared pulped specimens from human or- 
gans (myocardium, lungs, stomach, intestines, liver, 
pancreas, spleen, kidneys, and muscle tissue). These 
pulps were mixed together in proportion by weight 
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of their presence in the body. The muscle pulp, 

however, was used separately as proportionately 

— is an enormous amount of muscle in the human 

These visceral preparations were boiled in order 
to destroy all ferment activities which might op- 
pose the activity of the “group.” To this pulp 
preparation was then added a powerful anti-A ac- 
tive serum (titer 1/10,000) in such dose as would 
correspond to the rapid transfusion of 1,500 c.c. of 
O-blood with anti-A and anti-B activity to a pa- 
tient of the Ai group. By this means there was 
demonstrated in the course of a few minutes the 
complete inactivation by the organ tissues of the 
anti-A agglutinin. 

Taking the absorptive power for anti-A agglutinin 
of the muscle tissues as equal to 1, the power of 
the visceral tissues would be equal to 80 and that 
of the erythrocytes to 8. Thus it is seen that the 
absorptive power of the former tissues in the amounts 
present in the human body for anti-A agglutinin 
would be 16 times that of the erythrocytes. 

Therefore: the danger of transfusions from the 
universal donor is not of such moment in vivo; 
however, in the anemic patient, with less than a 
half million erythrocytes, who is given blood in 
massive amounts (a liter or more), such a danger 
may (note the word “may”) exist. In extensive 
surgical procedures, therefore, especially those re- 
quiring massive transfusions, the bloods of the donor 
and recipient should be of the same group, and 
compatibility should be tested at laboratory tem- 
perature (37° C.) for at least 1 hour. 

In extreme urgency, on the other hand, the uni- 
versal donor will have a place. In the case in 
which massive amounts of the blood must be given 
or in anemic patients, the substances A and B of 
Witebsky, if added to the blood in the flask at the 
moment of the transfusion, may have a favorable 
influence by deactivating the anti-A, the anti-B, or 
both of these agglutinins. 

Joun W. BRENNAN, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Quantitative Aspects of Hemorrhage. Irvinc Rup- 
MAN and Joun D. Stewart. Surgery, 1950, 28: 170. 


In this study an effort was made to evaluate the 
tolerance of the severely and acutely anemic patient 
to rapid blood replacement. Despite the large quan- 
tities of blood transfused, no patient showed evi- 
dence of cardiac embarrassment. 

The usual indices to anemia, namely, the red cell 
count, hemoglobin, and hematocrit, are all meas- 
ures of red cell concentration, rather than of the 
total circulating red cell mass. These values vary 
with changes in the plasma volume, even if the total 
red cell mass remains constant. Not until all the red 
cells lost in bleeding are replaced with plasma will their 
values indicate the true seriousness of the anemia. 

Using the T 1824 dye technique as a guide to the 
severity of blood loss in massive upper gastroin- 
testinal bleeding, the authors demonstrated that 
restoration of red cell mass to normal requires 
larger quantities of blood than was hitherto sup- 
posed. Some of the patients required replacement of 
up to 60 per cent of the normal blood volume. 

Ety Extiotr Lazarus, M.D. 


Intravascular lutination of 


Aggl Erythrocytes 
(Sludged Blood) and Traumatic Shock. R. O. 


ee and W. G. BicELow. Surgery, 1950, 
28: 461 

Various conditions affecting the sludging of the 
blood were examined in animals by methods similar 
to those of Knisely. It was found that mild trauma 
in the absence of shock can produce this phenome- 
non, but it is more noticeable in traumatic shock. In 
addition, clinical shock, which occurs with hemor- 
rhage, can occur without the development of sludg- 
ing. It is noted that the sludge which occurs in 
traumatic shock is not entirely due to intravascular 
agglutination as this condition could be much im- 
proved by correction of the shock with fluid re- 
placement. Rosert L. Craic, M.D. 


The Value of the Fibrinogen-B Test in Intravascu- 
lar Thrombosis in Surgical Subjects. E. R. 
TRETHEWIE, R. Douctas CARMAN, and ALLAN J. 
Day. Brit. J. Surg., 1950, 38: 30. 


The authors’ investigations were aimed at the 
determination of the presence of fibrinogen-B in 
surgical patients. In about so per cent of their pa- 
tients their findings were positive. Half of the in- 
dividuals who developed positive fibrinogen-B re- 
ceived a prophylactic course of heparin. No un- 
toward symptoms developed in the patients after 
the treatment was instituted, although some patients 
had developed symptoms or signs of thrombosis 
or infarction just before they received heparin. 


In many cases the clotting time of the blood was 
estimated at 37°C. and at room temperature. No 
significant help as to the imminence of thrombosis 
was received from this investigation. 

Since evidence of venous thrombosis and pul- 
monary infarction developed in both the fibrinogen- 
B positive and fibrinogen-B negative patients, the 
authors concluded that the estimation of fibrinogen- 
B was of no practical value. 

RosBert TuRELL, M.D. 


Ac-Globulin Levels in Thromboembolism. Joun H. 
OLWIN and Joun L. Faney. Ann. Surg., 1950, 132: 
443- 

Normally the clotting and anticlotting factors of 
the blood seem to be in proper balance, protecting 
the individual against excessive bleeding on the one 
extreme and against excessive clotting on the other. 
For almost 50 years Morawitz’s two stage theory of 
clotting (first phase—prothrombin, thromboplastin, 
and calcium form thrombin; second phase—throm- 
bin acts on fibrinogen to convert it to fibrin) stood 
without appreciable change. In 1944 Owren dis- 
covered another factor essential to normal physio- 
logical clotting, which he called Factor V. Working 
independently, Fantl and Nance, and Ware and 
associates discovered the same factor, which was 
called accelerator globulin, or ac-globulin. The new 
substance was found to be essential for the forma- 
tion of thrombin from the interaction of prothrom- 
bin, thromboplastin, and calcium. 

Because of their key role in the rate of clot forma- 
tion, the levels of plasma ac-globulin were studied in 
46 patients with thromboembolic disease at the 
Presbyterian Hospital in Chicago. Ware and Seeg- 
ers’ method of determining ac-globulin levels was 
used. The normal range was from 80 to 120 per 
cent. Of the 46 cases, 80.5 per cent showed ac- 
globulin levels of 120 per cent or more at some 
time. In 51 per cent of the patients showing an 
abnormal rise during the period of thrombosis, the 
ac-globulin was over 150 per cent of normal. 

It is possible that the behavior of the ac-globulin 
in the postoperative period might serve to explain 
further the role of this factor in the development of 
intravascular clotting. Such a study is now in 
progress. Curtis Artz, M.D. 


Congestive Atelectasis—A Complication of the In- 
travenous Infusion of Fluids. M. T. Jenxrins, 
R. F. Jones, BEN Witson, and C. A. Mover. Ann. 
Surg., 1950, 132: 327. 

Congestive atelectasis has been described as a 
phenomenon attending rapid decompression. The 
authors have observed the gross and microscopic 
characteristics of congestive atelectasis in more 
than 20 patients during the past 9 years. Rapid 
decompression was not an etiological factor in any 


395 


396 


case. Eight case histories are presented from the 
Department of Surgery, Southwestern University 
Medical College, Dallas, Texas. These summaries 
illustrate that congestive atelectasis is a complica- 
tion of the intravenous infusion of fluid. Descrip- 
tions of congestive atelectasis are also found in dis- 
cussions of the pathologic changes associated with 
shock, blast injury, burns, and excessive transfusions 
of blood. 

The symptoms and signs of congestive atelectasis 
differ from those of the obstructive type in only a 
few respects. The congestive type is attended by 
cyanosis that is generally deeper and does not clear 
as readily when oxygen is breathed. The medias- 
tinal structures do not shift appreciably with con- 
gestive atelectasis. The presence of obstructive 
atelectasis is fairly determinable with x-rays, where- 
as congestive atelectasis can rarely be seen on roent- 
gen examination. Unlike obstructive atelectasis, 
the congestive type does not lend itself to successful 
treatment with bronchoscopic and tracheal aspir- 
ation. 

Two experimental approaches to determine the 
cause of congestive atelectasis were made. The first 
entailed the study of the effects of the infusion of 
fluid at a rapid rate into normal dogs, and the 
second was a study of the changes in the pulmonary 
blood volume in the intact animal. The latter was 
possible by a fairly direct method, with red blood 
cells tagged with P®, A shielded counting tube 
attached to a cannula through the chest wall made 
possible continuous observation of the number of 
red blood cells within a small segment of lung. 

The correlation of clinical experience with incom- 
plete experimental evidence clarified partially the 
signs of congestive atelectasis. The rapid breathing 
which attends its onset is due to congestion and is 
of reflex origin. The labored breathing is most 
likely a manifestation of the stiffening of the lung. 
Resistant cyanosis is caused by the continuation of 
a fairly rapid flow of blood through areas rendered 
airless by the positive increment of blood in the pul- 
monary capillaries and alveoli. Attention is called 
to the almost complete correlation of the clinical 
pictures of congestive atelectasis and pulmono- 
cardiac failure. Even the ineffectiveness of digitalis 
as a therapeutic agent is common to both syn- 
dromes. Pathologically, the process is characterized 
by capillary congestion, intra-alveolar hemorrhage, 
incomplete expansion of the alveoli, and compression 
closure of the bronchioles. Curtis Artz, M.D. 


Postoperative Salt Retention and Its Relation to 
Increased Adrenocortical Function. HeEnry T. 
JOHNSON, JEROME W. Conn, ViviAN Ios, and FrEp- 
ERICK A. COLLER. Ann. Surg., 1950, 132: 374. 


The usual postoperative alterations in the elec- 
trolyte metabolism include marked reduction in the 
urinary excretion of sodium and chloride and a 
transient increase in the output of potassium. Asa 
consequence, water retention occurs. A major sur- 
gical procedure elicits a sharp increase in adreno- 
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cortical function, as indicated by increased amounts 
of urinary excretory products which reflect steroids 
of the r1-oxysteroid and androgenic types. Since it 
might be expected that the increased production of 
desoxycorticosteronelike steroids would occur simul- 
taneously, it was decided to evaluate such activity. 
Analyses of sweat in various clinical and experi- 
mental conditions have shown an inverse relation- 
ship between desoxycorticosteronelike activity and 
the concentration of sodium and chloride in the 
sweat. The electrolyte concentrations of serially ob- 
tained samples of sweat were used as an index of 
changes in the activity of the salt-active adrenal 
steroids. 

Twelve men and 2 women patients were studied at 
the University Hospital at Ann Arbor, Michigan, by 
multiple sweat tests and eosinophil counts before 
and after operation. The results of sweat analyses 
indicate an increased endogenous production of salt- 
active corticosteroids after operation, as manifested 
by decreasing sodium and chloride concentrations. 
The lowest values occurred from 5 to 8 days after 
operation, and represented average falls of 38 per 
cent in sodium and 39 per cent in chloride. A grad- 
ual rise to the preoperative level then followed. A 
sharp rise averaging 73 per cent in the concentration 
of sweat potassium began on the first or second day 
and lasted for 1 or 2 days. A sharp decrease or com- 
plete disappearance of the circulating eosinophils 
within 12 hours after operation demonstrated in- 
creased 11-oxysteroid production. 

The data presented afford adequate evidence of 
increased activity of salt-active adrenal steroids in 
the postoperative period. The fall in the number of 
circulating eosinophils indicates increased elabora- 
tion of r1-oxysteroids. A third group of steroids 
with androgenic and estrogenic properties is elab- 
orated by the adrenal cortex. These may be meas- 
ured by determination of their urinary excretory 
products in the form of 17-ketosteroids. In healthy 
individuals a rise in urinary 17-ketosteroids is 
observed following operation. 

Since the entire metabolic picture exhibited by the 
postoperative patient can be duplicated in healthy 
individuals by the injection of anterior pituitary 
adrenocorticotrophic hormone (ACTH), it is evi- 
dent that a major surgical procedure constitutes an 
alarming stimulus in man. This stimulus results in 
an increase of adrenocortical activity during the first 
5 to 9 days after operation. It is concluded that in- 
creased elaboration by the adrenals of desoxycorti- 
costeronelike steroids accounts, at least in part, for 
salt retention and the accompanying potassium 
diuresis after operation. Curtis Artz, M.D. 


Retardation of Wound Healing by Cortisone. Ep- 
warp L. Howes, CHARLES M. Ptotz, JAMES W. 
Biunt, and CHARLES RAGAN. Surgery, 1950, 28: 177. 


Observations have been made in man and in 
laboratory animals that cortisone retards the forma- 
tion of granulations and retards, but does not stop, 
epithelization. 
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The authors conducted experiments on rats and 
rabbits, in which the animals were given cortisone 
and skin defects were then produced surgically. After 
periods ranging from 7 to 12 days postoperatively, 
granulation had still not occurred and epithelization 
was very slow. Cancellation of the cortisone resulted 
in the rapid appearance of granulations. The authors 
noted, too, that the healing of fractures was delayed 
and that hemorrhage was more slowly absorbed. 

Lazarus, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Delayed Suture in the Management of Wounds. 
Analysis of 721 Traumatic Wounds Illustrating 
the Influence of Time Interval in Wound Re- 
pair. KENNETH F. Lowry and GEorcE M. Curtis. 
Am. J. Surg., 1950, 80: 280. 


From an analysis of 721 traumatic wounds in 
which delayed suture was utilized, it was learned 
that the time interval between the initial surgery 
(débridement) and delayed suture was the all im- 
portant factor in wound repair. In wounds with a 
time interval of 4 to 6 days the tissues were found 
soft and pliable and could be approximated without 
tension; no undermining, trimming, or excision was 
necessary. In this manner 19 per cent of the total 
wounds were closed and the high percentage of 
healing (97.4 per cent) can be attributed to the 
ideal time interval. In wounds with a time interval 
of 7 days or longer, it was found that the tissues had 
become fixed, with an inversion of the epidermis. 
In these it was necessary to freshen or excise the 
wound edges and to undermine to a varying extent 
in order to accomplish closure without undue tension. 

In 68 per cent of the total wounds this procedure 
was followed, and only 86.7 per cent healing was 
obtained in this group. In 12 per cent of the wounds 
excision en masse was utilized. This implies that the 
entire wound, including its base and the skin edges, 
was excised. Although this procedure was applied 
in some of the younger wounds, it was particularly 
advantageous in the older wounds with an over- 
growth of granulation tissue in the presence of a 
contracting scar. In this group there was 91 per 
cent healing. A skin graft was used alone in 8 cases, 
with a healing rate of 78.8 per cent. It was used in 
conjunction with a delayed suture in 13 cases, with 
a healing rate of 83.8 per cent. It was noted that 
with delayed suture following a 3 day interval there 
_was only 86 per cent healing, which compares un- 
favorably with 97 per cent healing in the group with 
a 4 and 5 day interval. This makes it appear that 
nature’s defense mechanism was rushed somewhat 
in the former group. 

A graph on which results are plotted shows that 
with delayed suture between the fourth and seventh 
days, inclusive, healing occurred in over go per cent 
of the wounds, with the optimum time interval 
occurring at the fourth and fifth day. 

Joun L. Linpquist, M.D. 
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Clinical and Therapeutic Study of Articular Com- 
plications of Burns (Etude clinique et théra- 
— des complications articulaires des brdlures). 

. Fourrier. Rev. chir., Par., 1950, 69: 247. 


Third degree burns may involve either the articu- 
lations themselves or the soft tissues covering the 
joints. Purulentarthritis occurs most frequently when 
the joint is exposed by separation of the eschar. 
This occurs frequently in joints close to the skin 
surface, as interphalangeal articulations, the elbow, 
and the sacrococcygeal joint. When the fingers and 
toes are thus involved the cases often end in spon- 
taneous amputation. Another possibility of joint 
involvement is hematogenous infection of the large 
joints by septic emboli from distant burned surfaces. 

More frequent than these direct affections are 
complications caused by cicatrization of the soft 
tissues surrounding the joints: the formation of 
massive sclerotic scar tissue which may encase the 
joint like a shell and invade the muscles or tendons, 
with or without development of shrinking retractile 
bands. If the entire circumference is not involved, 
bands may develop, especially at the folds of the 
flexor aspect which impede free movement and fix 
the limb segments in the position of flexion or ad- 
duction. In children, the traction exerted by these 
bands may be strong enough to produce, in the 
course of years, subluxation or luxation. 

The author discusses briefly different methods of 
prevention and treatment of these complications. 
To accelerate separation of the eschar, pyruvic or 
acetic acid can be used; if this is not effective the 
eschar should be removed surgically. 

Early skin grafting is the best method to prevent 
the development of bands and to protect the func- 
tion of the joint. This is especially the method of 
choice in burns of the hands and fingers. The graft 
is taken with Padgett’s dermatome or with Lagrot’s 
“tazor-plane,” in the thickness of 0.4 or 0.6 mm. 
Minute perforations are made in the graft to permit 
evacuation of serum or blood from the grafted sur- 
face. The graft is sutured to the normal skin with 
fine linen, covered with a compression dressing, and 
the limb is immobilized in a cast. 

The younger the child the faster vicious positions, 
deformations, and bands tend to develop. There- 
fore, a very early or even a primary graft with im- 
mobilization in the physiologic position is partic- 
ularly important in young children. 

Purulent arthritis in large joints, be it primary or 
metastatic, is treated by arthrotomy, drainage, and 
local and general antibiotic therapy. In rare cases 
resection or exarticulation must be performed. 

Once bands or periarthritic shells have developed, 
various corrective operations are possible: excision 
with immediate primary skin graft, section of small- 
er bands in the form of a Z, or capsulotomy. The 
last operation gives good results at the metacarpo- 
phalangeal joints but at the interphalangeal articu- 
lations its effect is only of short duration. In these 
joints, arthrodesis in good position is better than 
capsulotomy. WERNER M. Sotmitz, M.D. 
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Experimental Burn Studies. Including Treatment 
with Cortisone-Active Material Extracted from 
the Urine. P.O. CRASSWELLER, A. W. FARMER, 
and W. R. Franks. Brit. M.J., 1950, 2: 242. 


Modern therapy has greatly reduced the mortality 
from burns. This reduction has been greatest in the 
“shock” and “septic” stages and least in the so- 
called toxic phase. The authors wished to test the 
hypothesis that the exhaustion of the adrenocortical 
hormone in severe burn cases was responsible for 
the toxic symptoms, and to that end carried out an 
experimental investigation in mice. Mice were 
burned under carefully controlled conditions to 
insure that 30 per cent of their surface area was 
burned. The administration of cortisone signifi- 
cantly lowered the mortality rate over that of the 
control groups. The cortisone effect seemed to be 
exerted in the toxic phase rather than in the shock 
period. F, J. LEsEMANN, Jr., M.D. 


The Treatment of Tetanus with Simultaneous Ad- 
ministration of Serum Antitoxin and Toxoid 
(Die simultane Serum-Toxoidtherapie des Tetanus). 
FriepricH Kootz. Chirurg., 1950, 21: 525. 


A rather elaborate discussion of the literature 
concerning the pathogenesis, prophylaxis, and 
therapy of tetanus precedes the presentation of 10 
cases which were treated with a combination of 
serum antitoxin and formol toxoid. The daily dose 
of antitoxin is not reported, but by calculation seems 
to have been between 70,000 and 115,000 units at 
most. 

Formol toxoid (Op. Nr 217 Behring) was usually 
given in a dose of 2 ml. every third day until a total 
of 6 ml. was reached. Additional therapy included 
8 doses of 30,000 units of penicillin daily. 

Five of 10 patients died, 2, 2, 3, 4, and 10 days, 
respectively, after treatment was started. Ob- 
viously the first 4 were of no help in evaluating the 
combined therapy. 

Curare was not used in this study. 

Mention must be made of a preliminary note on 
the intra-arterial injection of antitoxin which proved 
successful in 3 of 4 cases; however, there was no 
further discussion of the cases in this article. 

GERTRUDE J. VAN Eck, M.D. 


ANESTHESIA 


Regional Anesthesia with Tetracaine. JouN J. Bon- 
1cA. Anesthesiology, 1950, 11: 606. 


Limitation of the use of tetracaine in infiltration 
and nerve block analgesia has been the result of cer- 
tain misconceptions which are based more upon 
laboratory than clinical experience. The general 
opinion regarding this drug, whose usefulness in 
subarachnoid and topical analgesia is a definite 
clinical misconception, should be corrected by proper 
clinical evaluation. It is the purpose of the author 
to present sufficient laboratory and clinical evidence 
to support this statement and to indicate the effi- 
ciency and desirability of tetracaine for infiltration 
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and block analgesia by presenting a review of the 
entire literature on this subject, and by an analysis 
of 4,082 regional procedures with the use of this drug 
by the author and his associates. 

Soon after its synthesis, tetracaine was investi- 
gated extensively by many laboratory workers. In 
regard to toxicity, it was found that (a) intravenous- 
ly, tetracaine was six to nine times, and subcuta- 
neously ten to fifteen times as toxic as procaine, and 
two and a half to three times as toxic as cocaine, 
(b) in laboratory animals toxic doses had a negative 
inotropic action followed by disturbances in cardiac 
rhythm which always disappeared without myocar- 
dial damage, (c) the respiration always failed before 
the circulation, (d) in therapeutic doses it caused no 
local necrosis or hemolysis of red blood cells, and (e) 
the addition of epinephrine markedly decreased the 
toxicity and increased the duration of anesthesia. 
The studies of anesthetic potency revealed that (a) 
tetracaine caused no pain during the initial injection, 
(b) the onset of anesthesia was only a little slower 
than with procaine, (c) it was equally effective in 
one-tenth to one-twentieth the dose of procaine, 
and (d) the duration of analgesia (with these small 
doses) was two to three times that of procaine. 

In the United States the popularity and wide- 
spread clinical applications of tetracaine in spinal 
and topical analgesia are well known, but its use for 
other forms of regional analgesia has been, until 
recently, rather limited. The American literature 
indicates that this drug has found particular favor 
among Clinicians interested in caudal analgesia for 
obstetrics. Tetracaine is one of the better drugs to 
use for this purpose. It has pharmacologic properties 
which are similar to those of procaine and which 
make it a very desirable agent for regional anesthe- 
sia. All agree that its toxicity in doses used clinically 
is not greater than that of procaine, while the po- 
tency and duration of anesthesia are much greater 
than those of the standard drug. 

Approximately 50 per cent of the regional blocks 
performed by the author were administered for op- 
erations, while the other 50 per cent were admin- 
istered to aid the clinician in nonsurgical problems. 
Eighty-two patients received a total of 115 blocks 
involving the trigeminal nerve or one of its branches, 
and of these, 27 were gasserian ganglion, 18 maxil- 
lary, 21 mandibular, 13 mandibular-maxillary, 11 
supraorbital, 20 infraorbital, and 5 mental nerve 
blocks. Forty-seven were administered for surgical 
anesthesia and 68 for nonsurgical conditions. The 
facial nerve was blocked sixteen times in 6 patients 
in an attempt to relieve facial spasm, the glosso- 
pharyngeal nerve was blocked eight times in 4 pa- 
tients to confirm the diagnosis of tic douloureux 
prior to intracranial resection, while the carotid 
sinus nerve was blocked six times in 3 patients to 
confirm the diagnosis of carotid sinus syndrome. 
The vagus nerve was blocked at the base of the skull 
during intrathoracic operations to prevent vagovagal 
reflexes and prior to bronchoscopy, while the supe- 
rior laryngeal branch was blocked at its entrance 
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into the thyrohyoid membrane prior to reseCtion of 
laryngeal tumor or for therapy of painful conditions 
of the larynx. 

The cervical plexus or one of its terminal nerves 
was blocked 176 times and of these, 114 were deep 
cervical blocks administered for surgical procedures 
on the neck, while 15 cervical plexus, 11 occipital 
nerve, and 36 phrenic nerve blocks were adminis- 
tered for diagnostic or therapeutic reasons. The 
brachial plexus or its terminal nerves were blocked 
736 times, mostly for surgical anesthesia. Whenever 
elbow or wrist blocks entailed the anesthetization of 
two or three nerves it was recorded as one procedure 
rather than three different blocks. This was also 
true of radical mastectomy block which usually 
necessitated anesthetization of the brachial and 
cervical plexuses and the second to the ninth inter- 
costal nerves. Seventy-three of these latter blocks 
were administered for surgical anesthesia and 29 
were performed to relieve postoperative pain follow- 
ing radical mastectomy. Most of the thoracic para- 
vertebral blocks were also administered to control 

_ postoperative pain following thoracotomy, although 
55 were done for thoracoplasties or as adjuvants to 
general anesthesia during intrathoracic operations 
to afford analgesia of the chest wall and obviate 
periosteal reflexes. 

Fifty-five bilateral intercostal blocks were admin- 
istered for surgical procedures of the abdominal 
wall, while 242 were administered to control post- 
operative pain following upper abdominal opera- 
tions. Bilateral intercostal posterior splanchnic 
block has been administered to 213 patients under- 
going upper intra-abdominal operations, with excel- 
lent results, affording the same operating conditions 
obtained with spinal anesthesia, without its disad- 
vantages. 

Thoracolumbar paravertebral blocks were usually 
administered for renal operations, appendectomy, 
and inguinal herniorrhaphy. The obturator nerve 
was anesthetized to prognosticate the effect of ob- 
turator neurectomy in painful hips, while the femoral 
and lateral cutaneous nerves usually were blocked 
for removal of skin grafts, suturing of lacerations, or 
as a diagnostic-therapeutic measure in meralgia 
paraesthetica. Sciatic nerve block was used for 
closed reductions of fractures, particularly of the 
ankle, whereas open reductions were performed with 
both sciatic and femoral nerve anesthesia. The 
pudendal nerves were blocked bilaterally to afford 
obstetrical perineal analgesia during parturition; 
thoracolumbar and caudal peridural blocks were 
done for surgical or diagnostic-therapeutic reasons, 
while the many sympathetic blocks were adminis- 
tered to aid in the diagnosis or therapy of a great 
variety of reflex sympathetic dystrophies. 

The total dose, which depends on the volume and 
concentration employed, has been varied according 
to the age, weight, and physical status of the patient, 
the type of block, and the type and length of opera- 
tion. In children and older people, and in patients 
who were malnourished, cachectic, or otherwise in 
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poor physical condition, small doses were adminis- 
tered, usually not exceeding o.5 mgm. per pound of 
body weight, employing dilute (0.025-0.075 per 
cent) solutions. The total dose for adults in good 
physical condition was, in general, one-tenth that of 
procaine, administered in 0.1 to 0.25 per cent solu- 
tions. If a large nerve trunk, such as the sciatic, was 
to be anesthetized, 0.1 to 0.15 per cent was used and 
in some cases in which small volumes could be em- 
ployed, concentrations up to 0.25 per cent were ad- 
ministered, whereas when small nerves were blocked 
or the infiltration method was employed, dilute 
(0.025 to o.1 per cent) solutions were used. 

Regional analgesia with tetracaine has been found 
to be adequate for any type of surgical procedure. 
The operations were performed by a large number 
of surgeons who represented a cross section of opera- 
tors with varying degrees of surgical experience and 
ability. The operating time has been considered 
from the beginning to the end of the surgical pro- 
cedure. In spite of the fact that many of these were 
prolonged operations, anesthesia lasted for the en- 
tire procedure in all but 1.6 per cent of the cases. 

Fifty operations on the face were performed with 
analgesia of the trigeminal nerve (gasserian ganglion 
block) or one of its branches. These included 13 
tumor resections, 9 reductions and wiring of frac- 
tured jaws, 11 skin grafts, 13 repairs of lacerations, 
and 4 miscellaneous operations. Neck operations, 
including 70 thyroidectomies, 9 thyroglossal cystec- 
tomies, 5 submaxillary gland dissections and 10 
radical neck dissections, many of which lasted as 
long as 3 hours, have been performed solely with 
tetracaine cervical plexus block. One hundred and 
sixty-one operations on the chest have been done 
with tetracaine regional analgesia, including 30 
breast biopsies, 53 radical mastectomies, 13 thoraco- 
tomies and 24 intrathoracic procedures, in which 
thoracic paravertebral blocks were done as part of 
balanced anesthesia. 

Operations on the abdominal wall included 27 
herniorrhaphies for which intercostal block proved 
very adequate, 54 inguinal herniorrhaphies, 47 of 
which were done with thoracolumbar paravertebral 
block (tenth thoracic to the third lumbar) and 7 
with hernia field blocks, and 23 other operations of 
the abdominal wall, including excision of a benign 
tumor, skin grafts, and closure of colostomies, which 
were also done with intercostal or field blocks. 

Intra-abdominal procedures included 103 biliary 
operations, 66 gastroduodenal, 26 intestinal, and 20 
miscellaneous operations, all of which were done with 
bilateral intercostal posterior splanchnic block with 
excellent results, in spite of the fact that many op- 
erations lasted 3 to 6 hours. One hundred seventy- 
eight rectal and 74 gynecologic operations were done 
with peridural analgesia, while 28 renal procedures 
beg performed with thoracolumbar paravertebral 
block. 

Surgical procedures on the upper extremity in- 
cluded 142 closed reductions of fractures or disloca- 
tions, 164 open reductions, 195 tendon repairs, some 
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of which lasted 7 hours, 50 procedures involving the 
shoulder, including reduction of dislocations, Nicola 
and Bankart operations, and 60 miscellaneous op- 
erations, some of which were amputations. All of 
these were performed with anesthesia of the brachial 
plexus or of its subdivisions at the elbow, wrist, or 
hand, except for operations on the shoulder in which 
a block of the superficial cervical plexus was also 
done. Some of these patients were children under 
10 years of age, in all of whom this type of regional 
analgesia proved excellent. In the lower extremity 
similar types of operations were done with sciatic, 
sciatic-femoral or sciatic-femoral-lateral cutaneous 
nerve blocks. 

Repair of episiotomy of perineal tears was done 
with pudendal nerve blocks which in most cases 
were performed by one obstetrician who uses this 
form of obstetric analgesia almost exclusively. These 
and the 4 cesarean sections which were done with 
tetracaine infiltration analgesia administered by the 
surgeon were the only cases in which anesthesia was 
not administered by anesthesiologists. 

RoBert TuRELL, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


The Use of Iliac Bone in the Repair of Facial and 
Cranial Defects. REEp O. Dincman. Plastic & 
Reconstr. Surg., 1950, 6: 179. 


For the repair of defects of the bones of the face 
and skull, autogenous grafts can be used with ad- 
vantage, and iliac bone is available in relatively 
large amounts; it is easy of access, and its loss at 
the donor site causes no disability. The configura- 
tion of the ilium makes it possible to take a graft of 
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almost any shape or size: by careful selection a graft 
can often be cut to match the defect correctly with- 
out any further modelling. As it contains a rela- 
tively large amount of medullary bone in relation 
to its cortex, its use is followed by a favorably high 
percentage of “‘takes.’’ There is no need to preserve 
the periosteum. 

The crest is admirably suited for the filling of 
large mandibular defects; a graft which includes the 
anterior margin of the crest, the anterior superior 
spine, and the adjoining portion of the anterior 
margin of the ilium will, when upside down, serve 
completely to replace loss of the angle, the ramus, 
and a portion of the body. A semicircular graft can 
be taken to fill a defect at the symphysis (although 
giving it sufficient vertical depth at this point may 
present some difficulty). A block of iliac bone 
serves very well, too, to restore the contour of the 
cheek or to elevate the eyeball, when these deformi- 
ties follow a depressed malar fracture. In the plan- 
ning, cutting, and modelling of iliac grafts it is of 
immense help to have available at operation previ- 
ously fashioned sterilized models of the face on 
which the bone can first be fitted. This is true 
especially in the correction of nasal deformities; in 
such cases, efforts should be made to retain rather 
more cortical bone and to anchor the graft by suit- 
able notching and by fixation with stainless steel 
wire. 

For the filling of the larger supraorbital and 
cranial defects, iliac bone serves admirably. The 
smooth inner layer of cortical bone fits neatly 
against the dura, and the bone can be split and the 
two tables used separately to fill a large gap. 

M. R. Ewine, M.D. 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Roentgenologic Aspects of Head Trauma. RosBERT 
J. Gross. Am. J. Roentg., 1950, 64: 399. 


The author discusses the roentgenologic aspects 
of early and late sequelae of head injury. He states 
that often too much emphasis is laid on an imme- 
diate roentgen examination even though the pa- 
tient may be in shock. Unless there are indications 
to the contrary, it is advisable to wait in such in- 
stances for a week or 10 days. There are only two 
situations which ordinarily require emergency roent- 
gen studies following trauma to the head: (1) if a 
rupture of the dural or meningeal vessels is sus- 
pected, roentgenography is of value in visualizing 
the fracture line and thus the probable site of the 
rupture of the vessel for a more accurate operative 
approach, and (2) if the clinical picture is suggestive 
of a depressed fracture, early roentgenography helps 
in planning and deciding upon proper corrective sur- 
gical procedures. 

Fractures. The two problems which confront the 
roentgenologist most frequently are the estimation 
of the extent of the injury and the determination of 
the age of the fracture. There is no known method 
permitting a correlation of the size, position, and 
type of a fracture with the immediate or late mani- 
festations of the head injury. Likewise, there is no 
rule which allows a precise determination of the age 
of the fracture. In children, fracture lines close 
within 8 months or more, whereas in adults they 
may persist up to 3 years or more. Neither is there 
any uniformity in the way healing occurs. The 
author presents three examples to illustrate these 
points. 

Pneumocephaly. The demonstration of intracra- 
nial air is of no appreciable significance per se, but 
it serves as evidence that the fracture has produced 
a communication with the outside air through the 
skin, nose, accessory sinuses, or mastoids. Since 
there is danger of concomitant infection, antibiotics 
are definitely indicated. The author reports briefly 
a case of traumatic pneumocephalus due to a frac- 
ture through the nose. Re-examination of the head 
1 month later revealed complete absorption of the 


air. 

Subdural hematoma. Roentgen study is of par- 
ticular value in the diagnosis of subdural hematoma. 
There may be a shift of the pineal calcification or, on 
air injection, evidence of a space-occupying lesion. 
A differentiation from brain tumor, however, can be 
made only on the basis of a characteristic localization 
over the dorsolateral aspects of the cerebral hemi- 


spheres (which, in 50 per cent of the cases, is bilat-' 


eral) and a typical history of trauma. In the later 
stage, pneumoencephalography not infrequently 
may reveal the presence of Dyke’s “finger sign.” 
One such case is presented by the author. 


Arachnoiditis. This condition is the result of 
traumatic obliteration of the subarachnoid channels 
with marked thickening of the leptomeninges and 
interference with the normal exchange of cerebro- 
spinal fluid. Roentgenographically, on air study, 
there is evidence of absence of the cortical markings 
over all or a greater part of the convexity of the 
skull, accompanied by varying degrees of hydro- 
cephalus. A typical case embodying these features 
is described in lengthier detail. 

Porencephalic cyst. This sequela consists of a 
cavity which forms at the site of the degenerated 
portion of the brain and may or may not communi- 
cate with the ventricular system. When it commu- 
nicates, its presence may be demonstrated, as was 
done in one of the cited cases, by air studies, the 
best roentgenograms being obtained sometimes only 
24 hours after the procedure. 

Atrophy. Localized or generalized atrophy of the 
brain occurs not infrequently following head injury 
and is easily demonstrated in air studies by the 
characteristic features of dilatation of the cortical 
markings, enlargement of the ventricular system, 
and widening of the basal cisterns. A case of post- 
traumatic atrophy of the brain observed 3 years after 
the injury is reported. 

Epilepsy. Roentgen examination in posttraumatic 
epilepsy may reveal (1) no demonstrable change; 
(2) organic changes falling into the above enumer- 
ated categories; and (3) a localized area of nonfilling 
in the subarachnoid space, indicative of a meningo- 
cerebral scar. 

Leptomeningeal cyst. This complication is usually 
observed following severe fracture of the vault. 
According to Dyke, it is characterized roentgeno- 
graphically by (1) evidence of an old fracture; 
(2) scalloping of the inner table in the vicinity of 
the fracture due to presence of the cyst; and (3) lo- 
calized increased vascularity of bone. 

T. Leucutia, M.D. 


The Roentgenologic Diagnosis of Cerebral Tumors 
(La diagnosi radiologica dei tumori cerebrali). FER- 
MO MASCHERPA. Afti XVI Congr. naz. radiol. med., 
1950, vol. 1, pt. 1. 


The author draws the following conclusions from 
the discussion of this subject. 

The roentgen examinations of the brain, ven- 
tricles, and arteries for the diagnosis of cerebral 
tumors must always be technically perfect and 
complete, whether one or various methods are used, 
and they must be repeated unhesitatingly if the 
results are unsatisfactory from any point of view. 

The radiologist is usually asked four fundamen- 
tal questions: Is there a tumor? Where is its loca- 
tion? What is its extent? What is its nature? He 
can answer the first two questions with nearly ab- 
solute certainty. However, he encounters insup- 
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erable difficulties in answering the third question, 
especially in cases in which the tumor infiltrates 
the cerebral tissue without causing notable defor- 
mities or when there is a marked degree of edema. 
And while he can ascertain the nature of the tumor 
in a goodly percentage of cases he can only state 
that the tumor is malignant or benign in the re- 
mainder. 

Despite the recent advances in the roentgen di- 
agnosis of cerebral tumors, there are still two great 
drawbacks: 

1. It is nearly impossible to recognize even an 
extensive infiltrative swelling when it does not 
cause any displacement or deformity of the cere- 
bral mass and respects the ventricular cavities. 
However, there now seems to be hope that radio- 
active phosphorus may become localized preferably 
in the pathologic nervous tissue where it can be 
delimited by a Geiger counter. 

2. It is difficult to demonstrate a tumor in its 
initial stage. 

The differential diagnosis between tumoral and 
pseudotumoral forms is nearly always possible when 
recourse is taken to all the available diagnostic 
measures. 

The true aim of roentgen examination should not 
be to confirm a diagnosis already made clinically, 
but to reveal the condition as early as possible 
before it becomes evident clinically. When there 
is great discordance between the clinical and lab- 
oratory data and the roentgen findings are not 
sufficiently demonstrative, it is necessary to insist 
particularly on roentgen investigation by all avail- 
able methods, as the diagnosis should be based 
only on absolute proof. An important point to be 
taken into consideration is the manner of deter- 
mining the position of the tumor in the cerebral 
mass from the site of the tumoral changes found 
by ventriculography or arteriography. The habit 
of relying on some peculiarity of the cranium, such 
as the sutures, the external auditory foramen, or 
the inion, as guiding points, does not permit exact 
localization when the neoplasm is very large or is 
accompanied by marked edema which causes im- 


portant displacements of the cerebral lobes. On’ 


the other hand, reference to individual parts of 
the ventricular cavities presents inconveniences be- 
cause the roentgenograms are taken one by one, 
changing the position of the patient with corre- 
sponding displacement of the cerebral mass in the 
direction opposite to that of the air. Therefore, 
various artifices are now being studied, such as 
placing metal markers on the cranium which will 
appear on the films and serve as guides to delimit 
the border of the tumor. RuicHarp Kemet, M.D. 


The Ventriculogram in Tumors of the Temporal 
Lobe (Das Ventrikelbild der Temporaltumoren). 
REINHOLD LORENZ. Fortsch. Roentgenstrahl., 1950, 
73: 199. 

Disturbances of the temporal lobe cause compara- 
tively few local symptoms, Therefore, exact locali- 
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zation with x-rays is of special importance in tumors 
of this region. The author discusses a series of 27 
tumors of the temporal region, in 19 of which ven- 
triculography was done. He describes in detail the 
changes characteristic for tumors of the anterior, the 
posterior, the basal, and the medial aspects of the 
lobe and for tumors at the sylvian fissure. 

The writer emphasizes that, to establish a correct 
diagnosis, eight pictures in different positions are 
indispensable: two (sagittal and lateral) in the 
frontal, two in the occipital, two in the right and 
left lateral positions, respectively, and two in the 
semiaxial direction in the frontal and occipital 
positions. 

Furthermore, it should be remembered that not 
all tumors of the temporal region originate from the 
temporal lobe. Tumors of the sphenoid bone or the 
tuberculum sellae may compress or displace the 
temporal lobe without causing characteristic changes 
in the temporal horn. 

The ventricular picture in brain tumors is deter- 
mined by two factors: the direct pressure of the 
tumor, and the accompanying cerebral swelling. No 
definite relation exists between these two factors. 
There may be considerable swelling with a small 
tumor; on the other hand, large tumors do not 
necessarily cause much swelling. In most cases, 
the changes seen in the ventriculogram are caused 
more by the secondary swelling than by the original 
tumor. The dislocation of the ventricles is more 
marked in the anterior and middle portion of the 
brain than in the occipital region which is fixed by 
the tentorium and the falx cerebri. This shows 
in the ventriculogram by a general dislocation of the 
anterior horn and the third ventricle away from the 
involved side. The ventricle of the involved side is 
— superiorly because of pressure against the 

x. 

In addition to this general displacement of the 
ventricle caused by cerebral swelling, the local 
pressure of the tumor produces typical deformation 
of the ventriculogram. For example, a frontobasal 
tumor displaces the anterior horn upward and back- 
ward, a tumor of the parasagittal region causes a 
saddlelike impression on the sella media, and an 
occipital tumor depresses the posterior horn of the 
diseased side. 

This article presents numerous pictures of ven- 
triculograms and tumor specimens. It should be 
read in the original. WERNER M. Sotmitz, M.D. 


The Roentgenologic Manifestations of Acoustic 
Neuromas. BERNARD S. EpsTEIN. Am. J. Roentg., 
1950, 64: 265. 

The roentgenologic aspects of acoustic nerve tu- 
mors have received little attention because of the 
ease with which the diagnosis is made clinically. 
These tumors arise within the auditory canal, later 
extending into the posterior fossa of the skull. 

The author presents a series of 21 cases, 4 of 
which he describes in detail. Pneumoencephalo- 
grams were done on 7 patients, 
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If the tumor grows principally in the auditory 
canal, the petrous tip is decalcified and the internal 
auditory meatus is enlarged. In normal individuals 
there may be only 2.5 mm. difference in the size of 
the two internal auditory meati. Erosion of the 
ipsilateral posterior clinoid process was present in 
2 cases of this series. Displacement of the pineal 
body was infrequent. These positive findings on 
plane films of the skull occurred in this series in 
approximately 30 per cent of the patients. Towne’s, 
and perorbital views of the petrous pyramids were 
the most advantageous projections. 

If most of the growth is within the cranial vault, 
there may be a few bone changes. Evidences of in- 
creased intracranial pressure on conventional roent- 
genograms were infrequent, though all 7 patients 
having a pneumoencephalogram showed hydroce- 
phalus. 

The pneumoencephalographic findings depend on 
changes in the posterior fossa arising from the tumor 
mass. If these are minimal, the pneumoencephalo- 
grams may disclose only moderate hydrocephalus 
with neither distortion nor displacement of the 
ventricular system. A blocking of the ventricular 
system may occur from the tumor mass itself or 
from edema of the surrounding tissues. This block- 
ing occurs either at the aqueduct of Sylvius or at 
the outlet of the fourth ventricle. No bulging of the 
tumor into any of the ventricles was found in this 
series. Moderate dilatation of the lateral ventricles 
without displacement is frequent. In some cases, 
though not in this series, there may be no change 
in the cerebrospinal fluid passages. 

Ricwarp V. Witson, M.D. 


Cerebral Arteriography. Robert E. WIsE, C. ROBERT 
Hucues, and J. R. HANNAN. Am. J. Roentg., 1950, 
64: 239. 

Of 150 arteriograms reviewed for this study, there 
were 38 tumors, 25 aneurysms, 8 vascular anomalies, 
8 arteriovenous fistulas, and 1 thrombosis of the 
middle cerebral artery; 70 arteriograms were normal 
or inconclusive. A brief review of the literature, a 
description of technique, the distribution of the 
intracranial vascular system, a report of ro illustra- 
tive cases, and a discussion of the subject are in- 
cluded in this paper. 

Rather than making multiple exposures during a 
3-second period, the authors expose a single film for 
1 to 3 seconds. This affords visualization of the 
vascular tree on a single film; and, they believe, this 
method enhances their chances of recording the 
presence of a “tumor stain.” 

Cerebral arteriography is a valuable adjunct to 
air studies and is less discomforting to the patient. 
Abnormalities are detected in arteriography by dis- 
placement of vessels and alterations in vascular 
patterns. In this series there were 38 tumors, of 
which 12 were localized by arteriography alone and 
an additional 5 were localized more accurately by 
arteriography than by air studies. Aneurysms, ar- 
teriovenous fistulas, and arteriovenous anomalies 
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may be well demonstrated by arteriography. There 
may be considerable enlargement of the cerebral 
ventricles with but little change observed in the 
position of the cerebral vessels. The diagnosis of 
cerebral thrombosis is difficult to make by this 
method of study, and should be made only with ade- 
quate corroborative clinical findings. 

Advanced cerebral arteriosclerosis, extreme old 
age, severe cardiorespiratory disease, and sensitivity 
to the contrast media are contraindications to the 

rocedure which should be weighed against the 
information to be gained. 

The authors describe 3 reactions following the 
procedure, with 1 death. 

The article is illustrated with 3 drawings and 28 
roentgenograms. Henry C. Biount, Jr., M.D. 


Roentgenological Studies of Experimental Pulmo- 
nary Embolism Without Complicating Infarc- 
tion in the Dog. Sven Rotanp KJELLBERG and 
STEN-ErIK Oxsson. Acta radiol., Stockh., 1950, 
33: 

The authors experimentally produced pulmonary 
embolism in 8 dogs to determine the roentgenologi- 
cal changes in the lung fields. Roentgenograms of 
the dogs’ chests were taken before and from 2 to 4 
hours after an artificial embolus was surgically put 
into the external jugular vein. In 4 cases the embo- 
lus consisted of a glass cylinder especially con- 
structed for the purpose and partly filled with bar- 
ium sulfate. In the other 4 cases a substance which 
at body temperature was pliable and soft, but at 
room temperature was firm, was used. In order to 
verify roentgenologically that the obstruction was 
complete, a contrast medium (thorotrast) was in- 
jected in 1 dog after the embolus was lodged. Post- 
mortem examination was made in all of the cases, 
and the site of the embolus and its obstructive 
character were verified. 

None of the cases showed any changes on the 
roentgenogram after the lodging of the embolus. 
The vascular design was equally prominent on both 
sides, both before and after the embolic phenom- 
ena. Neither an appreciable diminution in the 
caliber of the artery on the peripheral side of the 
embolus, nor any abrupt stop of vascular design 
was seen. No local emphysema or other lung change 
was seen. At autopsy no difference in the vasculari- 
zation of the lung was observed except in 1 dog in 
which a few small areas, pale and with a slight 
hyperemic border, could be seen. Histologically, 
no infarct could be identified. The branches of the 
pulmonary artery on the peripheral side of the 
embolus were not contracted. They contained about 
the same quantity of blood as the other vessels. 

The authors believe that their investigation sup- 
ports the current opinion that no roentgenological 
changes are observed in uncomplicated pulmonary 
embolism. Further, it can be stated that no in- 
farction will occur as long as the circulation through 
the bronchial artery is undisturbed. 

Frank L. Hussey, M.D, 
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Lung Cancer Operability. Angiocardiographic 
Study of 53 Consecutive Proved Cases of Lung 
Cancer. CHARLES T. DoTTER, ISRAEL STEINBERG, 
and Cranston W. Hotman. Am. J. Roentg., 1950, 
64: 222. 


This report is based on the angiocardiographic 
findings in 53 consecutive cases of subsequently 
proved primary lung cancer seen at the New York 
Hospital, Cornell Medical Center, the object of the 
studies being to obtain both diagnostic data and in- 
formation as to operability. 

Infiltrative neoplasms approach and invade the 
pulmonary vessels, causing irregular alteration or 
even complete occlusion of the lumina without much 
displacement, while circumscribed tumors spread 
the vessels. It is stressed, howeyer, that a malig- 
nant tumor also may spread the vessels if it is cir- 
cumscribed in nature. Both infiltrative neoplasms 
and chronic pulmonary infections produce angio- 
cardiographic evidence of avascularity, real or ap- 
parent. Other conditions in which the authors 
noted vascular changes were retrosternal thyroid 
enlargement compressing the superior vena cava, 
tuberculous nodes, Boeck’s sarcoid, silicosis, pul- 
monary thrombosis or embolism, and atelectasis. 

Angiocardiographic diagnosis of primary cancer 
of the lung was made in 34 of the 53 cases, and a 
diagnosis of tumor, not necessarily primary in the 
lung, in 4 additional ones. The findings were con- 
sidered inconclusive in the other 15 cases. The 
diagnosis was erroneous in only 3 of these cases, 
one of which proved to be tuberculosis, one actino- 
mycosis, and one lymphosarcoma. 

Each case thought to represent a lung cancer was 
placed in one of three prognostic groups—(1) inop- 
erable, (2) probably inoperable, (3) not demon- 
strably inoperable—the criteria of inoperability be- 
ing partial or complete occlusion of the right pul- 
monary artery proximal to its point of bifurcation, 
partial or complete occlusion of the left pulmonary 
artery within 1.5 cm. of its site of origin, partial or 
complete occlusion of the great mediastinal veins, 
demonstration of mediastinal masses by deformity 
or displacement of adjacent vessels, and evidence 
of pericardial tumor invasion. 

Twenty-two cases were classified as “‘inoperable”’; 
of these, 8 were proved inoperable at exploration, 8 
were shown inoperable by collateral means, 2 were 
shown probably inoperable, 3 were lost to follow- 
up, and 1 case was found to be operable. Three 
cases were classified as “probably inoperable”; of 
these, 2 were found operable at exploration and 1 
showed microscopic evidence of residual tumor at 
the line of resection, not seen grossly. Twenty-eight 
cases were Classified as ‘“‘not demonstrably inoper- 
able”; 19 of these proved to be operable. 

The authors state that in spite of the good corre- 
lation between the angiocardiographic diagnosis of 
inoperability and subsequent clinical findings, opera- 
tion should not be withheld on this evidence alone, 
because of the possibility of the production of a 
similar picture by non-neoplastic diseases; how- 
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ever, an angiocardiogram produces information not 
obtainable by other means, which is of value in the 
planning and conduct of surgery. The poor correla- 
tion in the “‘not demonstrably operable” group is to 
be expected, as extensive spread may occur without 
vascular involvement. The method is considered 
of sufficient value to be used routinely in the pre- 
operative study of all cases of suspected cancer of 
the lung. W. C. Owstey, Jr., M D. 


Mediastinal Emphysema. Joun A. Evans and TED 
R. SMattpon. Am. J. Roentg., 1950, 64: 375. 


The authors discuss the mechanism of production, 
the clinical significance, and the roentgen features of 
mediastinal emphysema. They also report a series 
of 50 cases observed at the New York Hospital, 
which are tabularly compiled. The table contains 
the following pertinent data: age, sex, method of 
diagnosis, initiating factors, past history, association 
with subcutaneous emphysema or pneumothorax, 
end results, and mechanism of production. Illustra- 
tive cases are selected from this table and presented 
in greater detail together with reproductions of their 
respective roentgenograms. 

The authors state that air may get into the media- 
stinum (1) by way of the interstitial tissues of the 
lungs, (2) along’ the fascial planes of the neck, (3) 
through perforations of the trachea, bronchus, and 
esophagus, and (4) by dissection along the retro- 
peritoneal spaces. The first of these pathways is the 
most common. 

Macklin performed numerous experimental in- 
vestigations to determine the mechanism of passage 
of the air from the lungs into the mediastinum. He 
demonstrated that a rupture of the alveolar bases 
permits air to escape into the interstitial tissues of 
the lung. From there the air tracks along the sheaths 
of the pulmonary vessels to the root of the lung and 
enters the mediastinum. Rupture of the alveolar 
bases can occur (1) when atelectasis of some part of 
the lung leads to hyperinflation of the adjoining 
portions of the same lung or of the opposite lung; 
(2) when there is a general hyperinflation with or 
without increased intra-alveolar pressure, and (3) 
when there is a decreased blood supply to the pul- 
monary vessels, preferably either with increased 
intra-alveolar pressure or with hyperinflation. 

The principal effect of air in the mediastinum, as 
demonstrated experimentally by Ballon and Francis, 
is the mechanical pressure on the large veins of either 
side of the heart, eventually causing collapse of the 
veins and death. Castellanos and Pereiras injected 
40 to 150 c.c. of air into the mediastinum of children 
for diagnostic purposes without untoward effects, 
other than a drop in the arterial pressure of 10 to 20 
Hg. Likewise, Montuschi observed no harm from 
injection of air into the mediastinum of adults for 
the treatment of paramedian pulmonary tubercu- 
losis, followed by several refills of from 350 to 600 
c.c. of air. 

Among the illustrative cases discussed more ex- 
tensively by the authors are included examples of 
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mediastinal emphysema caused by: excessive pres- 
sure used in anesthesia, especially in the presence of 
previous disease of the lungs (fibrosis, blebs, bron- 
chostenosis, etc.); asthmatic episodes; tracheotomy 
(either as a complication of ill-fitting tubes or as a 
result of direct extension of air along the fascial 
planes of the neck); laceration of the trachea during 
diagnostic puncture of the external jugular vein; 
pneumomediastinum of the newborn secondary to 
some pulmonary lesion (bronchopneumonia, atelec- 
tasis and pulmonary interstitial emphysema); and 
finally, without apparent cause, spontaneous media- 
stinal emphysema. 

The authors place emphasis on the value of lateral 
or oblique views in making a roentgen diagnosis of 
mediastinal emphysema. In the ordinary postero- 
anterior view, the presence of air behind the sternum 
may be obscured by the bony structures anteriorly. 

In summarizing, they make the following recom- 
mendations: (1) after operation, trauma to the chest 
and, in case of spontaneous chest pain, dyspnea and 
cyanosis should arouse suspicion of the presence of 
mediastinal emphysema and consequently a roent- 
gen examination should be made; (2) a preliminary 
roentgen examination of the chest is indicated before 
every tracheotomy to rule out mediastinal emphy- 
sema as the cause of the extreme dyspnea and cya- 
nosis; and (3) roentgen examination should be made 
as early as possible to prevent the development of 
so-called “malignant” spneumomediastinum which 
may be fatal. T. Levcutia, M.D. 


Arteriography of the Aorta and Its Branches by 
Means of the Polyethylene Catheter. James A. 
HELMSWORTH, JOHNSON McGuirRE, and BENJAMIN 
Fetson. Am. J. Roentg., 1950, 64: 196. 


The authors present their experience with cathe- 
ter arteriograms and describe their technique for 
arteriography with the polyethylene catheter. 

They use a catheter made of polyethylene tubing 
and discuss its advantages over the standard radio- 
paque woven ureteral catheter. After carefully 
selecting a catheter with an ideal diameter for the 
vessel in question, they insert the catheter into the 
artery through a skin incision and pass the tip of 
the catheter, filled with a heparin-saline solution, 
to approximately the desired site of injection. They 
then opacify the tip of the catheter with the opaque 
medium to be used; place it at the site of injection 
under roentgenoscopic guidance; and, after inject- 
ing a minute amount of dye in an attempt to test 
for sensitivity, inject the full amount of the dye 
and make a Potter-Bucky roentgenogram. The 
catheter is then withdrawn, again with liberal quan- 
tities of the heparin solution. 

The authors then present their experience gained 
in performing this type of arteriography 26 times 
in 24 patients. They present a discussion of arte- 
riography of the coronary, innominate, subclavian, 
and common carotid arteries, along with the tho- 
racic and abdominal aorta. They describe 11 case 
histories which include the visualization of aneu- 
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rysms, arteriovenous fistulas, aortic coarctations, 
intrinsic aortic obstructions, and filling of the coro- 
nary and cerebral circulation. 

The method permits satisfactory visualization 
with a relatively small amount of contrast sub- 
stance. However, the procedure was used for ex- 
perimental investigation only and the authors do 
not advise it as a safe method for general use as yet. 

There were several serious reactions encountered 
along with 1 death; these are enumerated and the 
hazards of the procedure are emphasized. 

Norman J. Winston, M.D. 


Thoracic Aortography in the Diagnosis of Patent 
Ductus Arteriosus Botalli. Bror Broptén, Gun- 
NAR JONSSON, and JOHAN KARNELL. Acta radiol., 
Stockh., 1950, 34: 65. 

A surgical intervention is nearly always indicated 
in patent ductus arteriosus. If the operation is per- 
formed at an early stage it can prevent heart failure 
and bacterial endocarditis, the commonest compli- 
cations, and gives a better result than can be ex- 
pected after a complication has manifested itself. 
It is therefore of considerable importance to make 
an early diagnosis. Many cases of patent ductus 
arteriosus yield typical auscultatory signs, and the 
condition can thus be readily diagnosed. In quite 
a number of cases, however, it is not possible to de- 
tect a patent ductus by means of the ordinary clin- 
ical methods of examination. These cases often re- 
main undetected for a long time or can even fail to 
be diagnosed correctly at all, and the patients thus 
come for treatment either too late or not at all. The 
authors have carried out thoracic aortography in 14 
adults and 3 children with patent ductus arteriosus. 

In the adult cases contrast medium was injected 
rapidly through a heart catheter (No. 8, 9, or 10F); 
only in 3 cases was a cannula used. The contrast 
medium was diodrast or umbradil—in a 70 per cent 
solution in 12 cases and in a 50 per cent solution in 
2 cases; 50 to 80 c.c. were injected. In the 2 cases 
last mentioned, injection was done within 4 seconds. 
Roentgenograms were taken at the rate of about 1 
pair of plates per second. The contrast substance 
passed over from the aorta to the pulmonary artery 
so that the pulmonary artery was clearly distinguish- 
able in all cases. The opacification of the pulmon- 
ary artery began when the contrast medium which 
had been injected into the aorta passed the site of 
the patent ductus. In 6 cases the ductus was so 
clearly opacified that its width could be estimated 
and in 4 of these its length also was distinguishable. 
The opacity of the pulmonary artery was not opaci- 
fied to an equal degree in all cases. Localized dilation 
of the aorta around the base of the ductus was clearly 
distinguishable in 7 cases and was suspected in a 
further 4 cases. 

A No. 8F catheter was inserted in one of 3 child- 
ren and a No. 6F in 2. In one of the cases a 50 per 
cent solution was used, in the others a 70 per cent 
solution; 50 c.c. were injected in all 3 cases. In 2 of 
the children the same features noted in all the adults 
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were observed. In the other child, in whom a No. 
6F catheter was used, the results were unsatisfac- 
tory. The case illustrates the limitations of thoracic 
aortography in detecting patent ductus in children. 
In the majority of the cases, thoracic aortography 
furnished, in addition to a sure diagnosis, valuable 
information regarding anatomical details. 
Frank L. Hussey, M.D. 


Angiocardiography. Anatomoroentgenological 
Forms of the Transposition of the Great Ves- 
sels. AGUSTIN CASTELLANOS, RAUL PEREIRAS, and 
Orto Garcia. Am. J. Roentg., 1950, 64: 255. 


The authors point out that the cardiac outline is 
of no value in diagnosing transposition of the great 
vessels because of the variable diameter, situation, 
and direction of the aorta and pulmonary artery in 
such cases. They disagree with Taussig who has 
described a more or less constant and typical cardiac 
configuration in cases of transposition of the great 
vessels. 

Four different types of cardiac configuration are 
described, depending on the direction of the aorta 
and its relationship to the pulmonary artery. As a 
result of the differences in the relationship of the 
great vessels, the cardiac outline varies quite mark- 
edly. The four types described are illustrated with 
angiocardiograms of typical cases, as well as draw- 
ings interpreting the angiocardiograms. 

The authors believe that angiocardiography gives 
the most accurate knowledge of the origin of the 
great vessels in such cases, and that it is the best 
diagnostic method ‘‘on account of its rapidity, in- 
nocuousness, and easy performance.” In spite of 
the fact that their series was small (only 7 cases), 
they demonstrate that angiocardiography will serve 
to clarify this clinical entity. 

Rosert P. Boupreau, M.D. 


The Use of a Preliminary Roentgenogram of the 
Abdomen in the Diagnosis of Congenital Ob- 
struction of the Intestine. Jonn H. KNEIDEL. 
Am. J. Roentg., 1950, 64: 430. 

As a result of improved surgical techniques, con- 
siderable attention is being paid at the present time 
to congenital anomalies, especially of the cardiovas- 
cular system and the gastrointestinal tract. 

Congenital intestinal obstruction is a special type 
of emergency requiring operation within the first 
week of life, preferably within the second or third 
day, if the infant is to survive. The establishment 
of an accurate early diagnosis, therefore, is of great 
importance. The condition is sooner or later sus- 
pected clinically, but the taking of a preliminary 
roentgenogram of the abdomen will not only help in 
demonstrating the presence of the obstruction, but 
in localizing its site with fair accuracy. 

‘, According to Webb and Wangensteen, congenital 

intestinal obstruction occurs in one out of every 

20,000 births. Davis and Poynter, based on a study 

of 392 cases, gave the following relative incidence in 

the various regions of the intestine: 
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cent 
Duodenum above papilla.................. 15 
Duodenum below papilla.................. 18/33 


The author presents in detail the clinical histories, 
together with reproductions of the respective roent- 
genograms, of ro cases of congenital obstruction of 
the intestine. Examples are given of obstructions 
caused by the following types of lesions: duodenal 
atresia, jejunal atresia, ileal atresia, malrotation of 
the colon associated with anomalous peritoneal 
bands obstructing the duodenum, volvulus of the 
entire midgut with duodenal obstruction, imperfo- 
rate anus, duodenal stenosis associated with ileal 
stenosis, ileal atresia with meconium peritonitis, 
rightsided diaphragmatic hernia with all the signs 
of a functional gastric obstruction, and hypertrophic 
pyloric stenosis. 

The differential roentgen diagnosis in all these 
lesions is discussed. The essential findings, as dem- 
onstrated on the preliminary roentgenogram, are the 
marked air-distention of the loops of the intestine 
and the abrupt termination of the distention at the 
site of the obstruction. When there is no abrupt 
termination and the distended intestine shows a 
mottled appearance, meconium ileus should be con- 
sidered. The high obstruction is characterized by 
marked dilatation of the stomach and duodenum, 
usually associated with less than the normal quan- 
tity of gas in the remainder of the intestinal tract. 
In several of the cases the author has also performed 
contrast examinations. Apart from localizing the 
site of the obstruction more accurately, such studies 
proved of considerable value in visualizing malrota- 
tion of the colon and the presence of a ‘“‘microcolon” 
which, according to Hunt, is found in cases of com- 
plete congenital obstruction of the small intestine. 

In conclusion, the author recommends that in 
view of the grave prognosis of congenital obstruction 
of the intestine a routine preliminary roentgenogram, 
followed by appropriate contrast studies of the ab- 
domen, should be made in all infants who vomit 
persistently, have abdominal distention, and fail to 
gain weight in a normal fashion. Once a diagnosis 
of obstruction is made, operation should be per- 
formed as soon as possible to avoid irreversible 
alteration of the chemical balance. Careful search 
of the entire intestine is advisable since the obstruc- 
tion is multiple in 15 per cent of cases. 

T. Leucutia, M.D. 


Diaphragmatic Hernia of the Spleen (L’ernia dia- 
frammatica della milza). ARISTIDE ROLLANDI. 
Radiol. med., Milano, 1950, 36: 642. 

Two cases of splenic diaphragmatic hernia are 
here reported. These 2 cases comprise the second 
and third cases diagnosed by roentgenologic meth- 
ods. The first instance seems to have been that of 


the English authors, Bryce and Gray (Brit. J. Surg., 
1933, 20: 692), and these authors stated that they 
had been able to find no other reports of the roent- 
genologic diagnosis of this condition. 

The first of the author’s cases was that of a 32 
year old woman who had married when 27 years 
old and had born one child without incident. There 
was no history of trauma. The patient had always 
been well until some weeks previously when she 
began to complain of dyspeptic disturbances char- 
acterized by cramps in the epigastric region with 
relationship to food taking. These pains were at 
times intense and usually of short duration; at 
times they also radiated down the left arm. 

The exploratory roentgenologic examination dis- 
closed an ovoid, clearly defined mass in the basal 
region of the left hemithorax. Its larger diameter 
was directed somewhat obliquely from the inside 
toward the outside of the body and from above 
downward. The diaphragm in all projections was 
always clearly visible beneath the mass. The barium 
meal disclosed the fact that the stomach accom- 
panied the spleen; however, the esophagocardial 
portion of the esophagus was in normal position 
(excluding a hiatal hernia for this organ), and it 
was concluded that the hernial opening was located 
far back (persistence of the pleuroperitoneal fora- 
men, or foramen of Bochdalek). 

There was no evidence of splenic dullness in the 
abdomen, and later the left colic flexure was ob- 
served to occupy the region of the abdomen nor- 
mally occupied by the spleen. 

Pneumoperitoneum disclosed on the left side a 
penetration of the injected air into the thoracic 
cavity, without however a collapse of the left lung 
(presence of a hernial sac). Hepatosplenography 
was not resorted to for reasons of prudence. Pneu- 
mothorax produced collapse of the left lung. 

Since the stomach always remained below the 
shadow of the intrathoracically displaced spleen, 
and since under circumstances (erect posture) the 
stomach persisted in its intra-abdominal location, 
it was concluded that the hernia was originally 
of the spleen, through the foramen of Bochdalek. 

The second case was that of a 20 year old male. 
This patient had never had any symptoms refer- 
able to the spleen, which were sufficiently marked 
to attract notice; the herniation was discovered by 
chance on the occasion of a yearly check-up. 

Two years later the shadow in the left lower 
thoracic region had not undergone any noticeable 
change. In this case the stomach did not take any 
part in the herniation. The spleen could not be 
demonstrated in the abdominal cavity by the metb- 
ods described in the first case as the patient refused 
to submit to pneumoperitoneum or to pneumotho- 
rax. Because of the resemblance of the shadow 
to that in the preceding case and because of the 
absence of any evidence of change after 2 years 
(between examinations), it was concluded that in 
this patient also the abnormal shadow was caused 
by a herniated spleen, and that in both patients the 
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condition consisted of primary, or isolated, splenic 
herniation. 

This was practically the first time that this va- 
riety of hernia was diagnosed radiologically. 
Joun W. BRENNAN, M.D. 


Diagnosis of Primary Carcinoma of the Tubes by 
Roentgenography, with 35 per cent Parabrodil 
(Die Diagnose des primaeren Tubenkarzinoms im 
Roentgenbild, mit 35%igem Parabrodil). E. An- 
ToNowItscH. Forisch. Roentgenstrahl., 1950, 73: 189. 


The author emphasizes the difficulty of early 
diagnosis in primary carcinoma of the fallopian 
tubes. The statistics of 301 cases collected from the 
international literature show that only 4 of the 
patients survived for more than 5 years. The reasons 
for these poor results are that these tumors in most 
cases do not cause any complaints in the beginning, 
and that symptoms, if any, are usually mistaken for 
endometriosis, dysmenorrhea, or salpingitis. 

By using a special water-soluble contrast material 
for salpingography the author succeeded in estab- 
lishing the correct diagnosis of primary tube carci- 
noma in 2 cases, which was confirmed by subse- 
quent operation. A water-soluble material is prefer- 
able to an oily substance because it penetrates better 
through stenoses of the tubes. 

The author believes that by improvement of the 
technique of uterosalpingography more lives could 
be saved by early diagnosis and operation. 

WERNER M. Sotmitz, M.D. 


The Interpretation and the Physiopathology of Ne- 
phrography (Su l’interpretazione a la fisiopatologia 
delle nefrografie). Franco Perotti. Radiol. med., 
Milano, 1950, 36: 625. 

The attempts to visualize the parenchyma of the 
kidney without, or in conjunction with, the visualiza- 
tion of the urinary passages (pyelography) is desig- 
nated nephrography. The various phenomena in 
connection with this method have been explained in 
different ways; however, the author thinks that all 
may be satisfactorily accounted for on a single uni- 
tarian basis, that is, by means of a single general 
theory. 

The theory proposed consists of the impregnation 
of the cells of the epithelium of the renal tubules by 
the shadow-casting substances. Since it is these 
epithelial cells of the renal tubules which pass the 
greater part (90%) of the ordinary shadow substances 
from the blood stream into the lumina of the renal 
tubules it is here that the author looks for the an- 
swer. In fact, the experiments of Marshall and 
Vichers have shown that when the ultrafiltrative 
function of the glomeruli are suppressed (lowering of 
the capillary blood pressure in the glomeruli) the 
dye (phenol red) was found to be concentrated in the 
epithelial cells of the convoluted tubules of the kid- 
ney. 

The function of passing the dye substances from 
the blood stream into the urinary current is probably 
partly a physical process of filtration, but the char- 
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acter of the phenomenon shows that there is also at 
work a biologic process; the higher concentration of 
the substances in the urine (pyelographic shadow) 
could hardly be explained on the basis of a simple 
process of ultrafiltration. 

This process naturally involves 2 separate phases: 
that of absorption from the blood stream, and that of 
elimination into the lumen of the renal tubule. That 
this increase in the shadowgram of the kidney is due 
to this accumulation of the shadow-casting material 
in the cells of the renal tubules, and not to its con- 
centration in the urine within the lumen of the tu- 
bule, is suggested by more than one logical deduc- 
tion but is particularly convincingly demonstrated 
by the so-called retarded nephrogram, in which the 
increase in the shadow-casting properties of the 
renal parenchyma becomes most pronounced at the 
very time when the pyelographic shadow has begun 
to disappear. Therefore, if the nephrographic shad- 
ow be the result of the accumulation of shadow-cast- 
ing material within the epithelial cells of the renal 
tubules, there must be a dissociation of the two phases 
(absorption-elimination) of the process carried out 
by these cells. 

This opacification of the kidney substances also 
occurs irregularly, and with varying intensity, dur- 
ing the process of the normal pyelography. Here it 
is designated a simple nephrography. In this form 
there is increased shadow of the kidney substance in 
conjunction with a normal opacification of the uri- 
nary passages. This phenomenon also develops, al- 
though in a much more pronounced degree, in the 
nephrography of intolerance, or that condition 
wherein the injection of the shadow-casting sub- 
stance produces ill-being, pallor, ptyalism, nausea, 
fall of the blood pressure, and oliguria. Here the 
opacification may be unilateral or bilateral, simple, 
or elective (artificial). This latter type of shadow 
manifestation consists of opacification of the kidney 
parenchyma in conjunction with a normal or in- 
creased opacity of the urinary passages, as in the 
case of the normal pyelographic procedure. This, 
frequently bilateral, phenomenon is ascribed by the 
author to the fall in blood pressure which suppresses 
the ultrafiltrative function of the glomerulus, slow- 
ing the fluid current in the lumen of the renal tubule 
and thus permitting a higher concentration of the 
opaque substance eliminated by the still active 
epithelium of the renal tubule. Thus this shadow 
manifestation is admitted to be at least in part pro- 
duced by the fluid in the renal tubule and not entire- 
ly by the accumulation within the renal tubule cells. 

Turning now to the pathology of the kidney, the 
author discusses the nephrography of increased pres- 
sure (ureteral block, colic) which is characterized by 
an increase in the shadow of the kidney substance but 
without any evidence of opacification of the urinary 
passages. In explaining this phenomenon the author 
assumes that the increased pressure in the urinary 
stream is carried back up through the renal tubules 
to the glomerulus. This increased pressure sup- 
presses the ultrafiltrative function of the glomerulus 
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but does not inhibit the biologic processes in the 
epithelium of the tubule. Thus the substances (meta- 
bolites) are still passed by the tubular epithelium 
into the tubular lumen, which brings the concentra- 
tion in the intratubular fluid to the point where it 
interferes with the eliminative phase of the subse- 
quently injected shadow-substance and thus pro- 
duces an intracellular piling up. 

The retarded nephrogram has already been men- 
tioned. Here the opacity of the kidney suddenly 
becomes more pronounced as late as 50 minutes 
after the injection of the contrast medium during a 
pyelographic examination which has previously pro- 
ceeded in a perfectly normal fashion. The urologist 
seldom takes a roentgenologic exposure so late after 
the injection, and the author therefore believes that 
the phenomenon must occur much more frequently 
than has been reported. He does not think that 
the manifestation should be regarded as an indica- 
tion of a latent insufficiency of the kidney without 
further study of its frequency and without testing of 
the kidney, or kidneys, in these patients by means of 
the other quantitative kidney-testing methods. 

Joun W. BRENNAN, M.D. 


Calcification of the Vasa Deferentia. Pout E. An- 
DERSEN. Acta radiol., Stockh., 1950, 34: 89. 


Calcification of the seminal vesicles, ampullae, 
and vasa deferentia is a very rare condition. At 
present a total of 25 cases of calcification of the vasa 
deferentia have been reported. No symptoms are 
ascribed specifically to this condition, but when a 
small stone is present in the lumen of the vas de- 
ferens it may be manifested by an attack of sper- 
matocolic pain and the presence of blood in the 
urine. 

The author’s patient was a 62 year old teacher 
who was treated in the Medical Department of the 
Municipal Hospital, University of Aarhuus, in No- 
vember, 1949. This patient had diabetes and arte- 
riosclerosis, but no history of tuberculosis or chronic 
venereal disease. The author feels that there is an 
etiologic importance in the previously advanced 
theory of diabetes as an etiologic factor in this 
disease. Frank L. Hussey, M.D. 


Multiple Myeloma. Lars AnpA. Acta radiol., Stockh., 
1950, 33: 515- 

The author presents a series of 11 cases of mul- 
tiple myeloma and 1 case of solitary myeloma, all 
verified by sternal puncture or biopsy, which were 
treated at the Norwegian Radium Hospital, Oslo, 
during the 10 year period from 1938 to 1948. The 
ages of the patients when the diagnosis was made 
ranged from 47 to 72 years. The age of the patient 
with solitary myeloma was 42 years. The predomi- 
nant symptoms were pain, malaise, and loss of 
weight. Pathological fracture was an early feature 
in 3 cases and paraplegia in 1 case. The severity of 
the symptoms varied. The patients, on the average, 
sought medical advice 10 months after the onset 
of the symptoms. 
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The author concludes that definite roentgeno- 
logic information is obtainable only in certain far- 
advanced cases or in classical cases with multiple 
manifestations. The roentgenographic findings are 
often not characteristic. A definite diagnosis can 
be established only by means of supporting bio- 
chemical examinations, study of sternal smears, and 
biopsy specimens taken from a focus in the bone. 

Localized roentgen treatment was given in all 
cases except 1, in which total irradiation was given. 
Alleviation of pain resulted in 5 cases. Objective 
improvement occurred in 3 cases. No improve- 
ment occurred in 4 cases. The radioresponsiveness 
of the disease apparently varies. In 1 case of soli- 
tary myeloma no evidence of spread could be de- 
tected 3 years after treatment. Solitary types are 
probably radiosensitive. FRANK L. Hussey, M.D. 


Changes in the Sacroiliac Joints in Morbus Bechte- 
rew and Osteitis Condensans. FoLke Knuts- 
son. Acta radiol., Stockh., 1950, 33: 557. 


The earliest roentgenological manifestations in 
morbus Bechterew are changes in the sacroiliac 
joints. They appear earlier than arthritis in the 
intervertebral joints and earlier than the ligamen- 
tous ossifications along the spine. The author has 
collected all the cases at the Orthopedic Clinic, 
Stockholm, during the period from 1936 to 1949, in 
which the roentgenological examination has shown 
changes in the sacroiliac joints. The cases of de- 
structive arthritis of the kind occurring in morbus 
Bechterew (147), and the others composed of ostei- 
tis condensans (37) were separated from other con- 
ditions for study. Among the 92 verified cases 85 
were in men and 7 in women. The changes in the 
sacroiliac joints described are specific for the dis- 
ease. In no case was such arthritis found when 
there was reason to suppose any other etiology. In 
1 case only one of the sacroiliac joints was affected 
while in the remaining cases both joints were af- 
fected. The author pointed out the occurrence of 
abortive cases (7) in which only the sacroiliac joints 
were attacked and the spine was not affected. 
(Among the cases of morbus Bechterew, only 1 
patient with the sacroiliac joints free from changes 
is included.) Of the 37 cases of osteitis condensans, 
35 occurred in women and 2 in men. In 32 cases 
the typical sclerosis embraced the iliac side of the 
joint. In 5 cases sclerosis was also found on the sac- 
ral side and in certain cases there were lip-shaped 
protrusions on the edge of the articular surface, for 
which reason the changes could be classified as 
arthrosis. The material does not justify any con- 
clusions in regard to the etiology or clinical sig- 
nificance. Usually it was easy to differentiate be- 
tween the changes in the sacroiliac joints that 
occurred in morbus Bechterew and in osteitis con- 
densans. However, there are borderline cases with 
insignificantly developed sclerosis on the iliac side 
and with seemingly intact joint spaces in which, in 
the early stages, it may be impossible to make a 
differential diagnosis. After a lapse of time, when 


409 


the changes have become more established, it is 
possible to make a definite diagnosis. 
Frank L. Hussey, M.D. 


Arteriography with Multiple, Serial Films (Clichés 
multiples en artériography). G. BonTe and F. 
Marca. Lille chir., 1950, 5: 159. 

The authors have devised a unique apparatus 
for taking serially instantaneous x-ray films of an 
extremity at the time of, and immediately follow- 
ing, the intra-arterial injection of a contrast me- 
dium such as thorotrast or, better, parabrodil, 
tenebryl, or other di-iodide compounds. The ap- 
paratus consists of a six-sided drum with casettes 
mounted within it in such a fashion that rapid 
shifting of the film for serial views to trace the pro- 
gressive flow of the injected contrast media in the 
entire length of the extremity can be obtained in 
one sitting with perfect chronography by a rota- 
tion lever. 

Two pictures of the device and an adequate de- 
scription are included. Also, excellent pictures of 
the mapping out of single and multiple arterial de- 
fects are presented. The rapidity of the circula- 
tion is an unknown factor which varies with the 
individual. Difficulty has been experienced in tim- 
ing the serial pictures with sufficient rapidity in 
some cases. Advantages of the technique are that 
a smaller amount of media may be injected to ef- 
fect satisfactory pictures than has been injected 
previously. Also, arteriography done in this man- 
ner gives a better impression of the vascular dy- 
namics as well as of the anatomic variations. 

JANE C. MACMILtan, M.D. 


Percutaneous Angiography of the Vertebral Ar- 
E. Linpcren. Acta radiol., Stockh., 1950, 33: 
389. 

Sixty percutaneous vertebral angiographies have 
been done in the Roentgen Department of the 
Seraphimerlasarettet, Stockholm. The procedure 
developed at this institution is first to take plain 
films of the cervical spine to detect possible disc 
degeneration or osteophytes on the margins of the 
vertebrae. In some cases, the osteophytes them- 
selves are a hindrance to puncture. The puncture 
should therefore be made at a level where no spon- 
dylous changes occur, that is, fairly high up in the 
neck. The examination is performed either under 
local or under general anesthesia. 

The proper spot for puncture is selected after 
studying the plain films of the cervical spine. The 
needle is inserted medially to the carotid artery 
and is directed to penetrate the vertebral artery at 
a level between the transverse processes. A water- 
soluble contrast medium is used forinjection. Roent- 
genograms are taken with a cassette changer. Nor- 
mal variations occurring in the vessels of the pos- 
terior fossa have been found. 

In consideration of these variational conditions 
it seems necessary to judge with caution the pres- 
ence and localization of an expanding lesion, when 
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angiograms reveal evidence of dislocated vessels. 
In the opinion of the author the localization of the 
tumor is more definite with the aid of pneumog- 
raphy. The size of the lesion is also more accurately 
determined thereby. However, when recurrence of 
tumor is suspected, the angiographic method may 
prove valuable. The principal indication for angiog- 
raphy of the vertebral artery is clinical suspicion 
of vascular changes such as aneurysms and arterio- 
venous aneurysms. Frank L, Hussey, M.D. 


Arteriosclerosis and Arterial Thrombosis in the 
Lower Limb. A Roentgenologic Study. Axez 
LinpsBom. Acta radiol., Stockh., 1950, Supp. 80. 


The investigation consists of a study of the main 
arteries of the lower limb by means of arteriography 
in autopsy material (356 limbs) and living patients 
(295 limbs). The postmortem cases were dissected 
and the specimens examined with roentgenologic and 
histologic methods. 

In the living subjects the injection was made 
percutaneously. Punctures of the femoral artery 
seldom presented difficulties. The puncture was 
made in the groin at the point where the pulsations 
were most distinctly palpated, and the artery was 
entered at the point where it emerged from beneath 
the inguinal ligament. The needle is directed proxi- 
mally and enters above the site of origin of the deep 
femoral artery. No drawback has been observed 
with the retrograde method and no large hemor- 
rhages occurred. Fixation of the artery by means 
of a finger on either side and parallel to it was found 
helpful. In the autopsy material, both femoral 
arteries were injected simultaneously with a mixture 
containing barium sulfate and gelatin powder. Roent- 
genograms were made before the legs were dissected 
and others were made of the arteries after removal. 

The roentgenologic appearance of the pathologic 
changes in the arteries is discussed and illustrated. 
The pathologic changes were classified into three 
main groups: occlusion, thickening of the wall, and 
calcification in the wall. Each of these is discussed 
in detail and well illustrated. 

Intimal thickening shows a characteristic distribu- 
tion in the femoral and popliteal arteries. When 
slight, the lesion is most common just above the 
knee joint, the portion of the popliteal artery just 
below the joint being strikingly uninvolved. The 
distribution is parallel to the localization of the 
origins of the main branches. The distribution of 
pronounced intimal thickening differs from that of 
slight changes, indicating that an additional factor 
is present in the development of pronounced changes. 
Constriction of the branches of the main arteries at 
their origin is a prominent feature in arteriosclerosis. 

Intimal and medial calcifications are roentgeno- 
logically distinctly separate lesions. Intimal calcifi- 
cation is a sign of arteriosclerosis with considerable 
encroachment on the lumen, and is the one of clinical 
importance. It is related to the origin of arterial 
thrombosis. The localization of medial calcification 


is shown to be dependent on movements of the 
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artery. Such calcification probably more often has 
its origin in the leg than in the thigh. Medial calcifi- 
cation affords no information about the lumen of the 
artery and the intima is seldom thickened where this 
lesion is present. Intimal thickening and medial 
calcification show a definite inverse relationship both 
generally and in detail. Calcification at the internal 
elastica can be recognized radiologically. It is nearly 
always most apparent in the anterior tibial artery 
at the ankle joint. This type of calcification is highly 
dependent upon movements of the artery. 

When it is desired to examine the peripheral 
arteries for the presence of calcification a plain roent- 
genogram of the thigh in the region of Hunter’s 
canal should be made, as this is the most frequent 
site of intimal calcification which occurs with arterio- 
sclerosis. 

The origin of most thrombi in the femoral artery 
is in the region of Hunter’s canal. In the posterior 
tibial artery, thrombosis occurs more frequently in the 
distal part. The posterior tibial artery is the most 
frequently occluded of the leg arteries, and the 
peroneal artery the least. 

The significance of intimal hemorrhage in the 
pathogenesis of arterial occlusion is strongly stressed; 
this lesion has a predilection for the same site as 
arterial thrombosis. Henry.C. BLount, JR. 


MISCELLANEOUS 


Symposium on Diagnostic and Therapeutic Uses of 
Radioactive Isotopes. N. VEALL, C. P. Hatcu, 
M. Reiss, R. Marcus, J. Rorsiat, and Others. 
Brit.J. Radiol., 1950, 23: §27. 

This issue of the journal is devoted largely to the 
publication of a series of articles concerning recent 
uses of radioactive isotopes in England, as follows: 

Some general problems in connection with the 
measurement of radioactivity in patients. N. VEALL 
presents ideas and problems concerning in vivo 
measurements with respect to the equipment used, 
background factors, and the variations in patients. 

Some applications of 11%! and Na™ to clinical diag- 
nosis. C. P. HatcH and M. REtss present a method 
of measuring thyroid function by the intravenous 
injection of small amounts (15 to 25 mc.) of carrier- 
free I!!, Na™, and P® in the circulating blood after 
the intravenous injection of these substances. 

The application of radioactive isotopes in a case 
of multiple melanomas. R. Marcus and J. RorTBLat 
describe in detail the results of tracer studies, using 
Cu, I131, and P®, and the results, both clinical and 
laboratory, of treatment in 1 case of malignant 
melanoma with P®, 

Radioactive iodine in the diagnosis of thyrotoxi- 
cosis. ALASTAIR G. MacGrecor briefly sum- 
marizes the work done in the routine diagnosis of 
thyrotoxicosis at the University of Sheffield, with 
urine excretion values, plasma activity, and thyroid 
clearance rates. 

The treatment of thyroid carcinoma by radioio- 
dine. RALSTON PATERSON reviews briefly the basic 
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principles pertaining to the therapy of thyroid car- 
cinoma with 

Results of treatment of thyroid cancer by radio- 
active iodine; a preliminary report. H. C. War- 
RINGTON presents a short résumé of the results over 
a 12 month period in 21 patients with thyroid can- 
cer treated with radioactive iodine. 

Therapeutic uses of radioactive isotopes in the 
Royal Cancer Hospital. R. J. Watton discusses 
the treatment of bladder tumors with an aqueous 
solution of Na“C;. One such case is discussed 
briefly. One case is described. Thyroid cancer 
treated with I"! and 1 case of polycythemia vera 
treated with P® are presented. 

The use of radioisotopes in therapy. G. W. BLom- 
FIELD discusses the indications and results in 10 
cases of thyrotoxicosis treated with radioactive 
iodine. Joun F. Grpzons, M.D. 


Treatment of Carcinoma of the Nasopharynx by 
Irradiation. THEopoRE P. EBERHARD and ROBERT 
H. Leaminc. Radiology, 1950, 55: 46. 


The treatment of malignant lesions of the naso- 
pharynx involves three main problems: (1) localiza- 
tion of the tumor, (2) delivery of an adequate tissue 
dose, and (3) maintenance of the patient’s health 
through the ordeal. Since most of these tumors 
arise near the fossa of Roseiimuller, and, because of 
tight tissue planes, extend along the line of least 
resistance along the great vessels and nerves, it is 
suggested that all patients with such lesions should 
have lateral films of the head and of the base of the 
skull to determine, if possible, the presence of bone 
involvement. This is important, since, in the ab- 
sence of bone invasion, one might expect a 40 per 
cent 5 year salvage, while with such extension one 
can only expect a 5 per cent 5 year salvage. 

Biopsies should be made of all lesions whenever 
possible. Forty per cent of nasopharyngeal tumors 
are squamous-cell in origin, forty per cent are 
lymphosarcomas, 10 per cent are lymphoepithelio- 
mas, and ropercent include a variety of other tumors. 
The individual variation in sensitivity of the lesions 
is great; hence, in deciding upon the therapy to be 
administered, the histology is not so important as 
is the prognosis offered the patient. 

In planning the therapy it is important that the 
lesion be visualized by the therapist, since only then 
can he efficiently direct the treatment. This may be 
accomplished in one of three ways: (1) treatment of 
the primary lesion and its local extension, with 
treatment of the nodes later; (2) the reverse of this; 
or (3) treatment of both primary lesion and second- 
ary nodes at the same time. The authors favor this 
last plan. They suggest using 4 fields, 2 lateral and 
2 antral, small in size, and they do not attempt to 
include the metastatic nodes. A tissue dose of 4,000 
to 4,500 roentgens in 4 weeks is given. The nodes 
are treated during the same period with additional 
small portals. 

The use of isodose curves and an isodose map is 
advised. From such plans and the patient’s course, 


the daily field dose, the total daily dose, and the 
tissue dose can then all be individualized and modi- 
fied from time to time. If adequate tissue dosage 
can not be supplied by external portals, radium may 
be applied by any of a variety of applicators and 
techniques. Finally, the authors emphasize the 
problems of general medical supportive care during 
the entire treatment period and especially near the 
end of this period. Roy GREENING, M.D. 


Supervoltage Roentgen Therapy in Cancer of the 


Mouth and Throat. Mitrorp D. Scuutz. Ra- 
diology, 1950, 55: 52. 

With the increase in the number of supervoltage 
generators being operated between 1,000 and 3,000 
kilovolts, an attempt should be made to establish the 
place and value of this form of therapy in the treat- 
ment of malignant disease. The author has chosen 
to compare this therapy with so-called conventional 
therapy (200 to 250 kilovolts) in the treatment of 
cancer of the mouth and throat. 

In evaluating any new tool for the treatment of 
malignant disease, one should examine it from two 
major standpoints: (1) effectiveness in ridding the 
patient of his disease and, (2) the degree of harm to 
normal tissues. In this report carcinoma of the 
tongue and tonsil are chosen for comparison. One 
hundred and forty cases of carcinoma of the tongue 
seen at the Massachusetts General Hospital, Bos- 
ton, are included. In all of these cases the tumors 
were considered inoperable. Those treated with 
supervoltage therapy as well as those treated with 
conventional forms of therapy were given tumor 
doses of 5,000 roentgens. Eighty per cent of pa- 
tients receiving supervoltage therapy died within 5 
years, while 82 per cent of those treated with con- 
ventional therapy were dead within 5 years. Similar 
results are reported by other authors. 

Of patients with carcinoma of the tongue, who 
were treated with supervoltage therapy, 32 per cent 
survived 3 years; only 18 per cent of those treated 
with conventional therapy survived 3 years. The 
5 year survival rate of those treated with super- 
voltage was 24 per cent, and of those treated by 
conventional therapy, only 6 per cent. The author 
concluded that this difference may be related to the 
smaller tumor dose in the earlier years, which was 
only 3,000 roentgens or less, using 200 kilovolt 
therapy. All patients treated with supervoltage 
were given 5,000 roentgens or more. In recent years 
= survival rate seems about the same with similar 

oses. 

Skin reactions are less with supervoltage therapy, 
and one must therefore think in terms of tissue dose 
rather than judge the amount of radiation given by 
its reaction on the skin. In treating small tumors, 
careful localization with small fields can be carried 
out, as the edges of the beam still retain the same 
dose as the central portions. The relatively negli- 
gible differential tissue absorption of the supervolt- 
age range may prove to be an advantage. The 
author concluded that the clinical advantage of 
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supervoltage therapy may not be manifest to the 
same degree in treating cancer of the mouth and 
throat, as it is in some other parts where the 
tumor lies more deeply buried. 

Roy GREENING, M.D. 


Clinicostatistical Study of Carcinoma of the Oral 
Cavity and the Pharynx Treated During the 
Period from 1928 to 1945. Results of Radio- 
therapy of Carcinoma of the Tonsilloglosso- 
pharyngeal Region and the Wall of the Meso- 
pharynx—139 cases (Rendiconto clinico-stastico 
dei carcinomi della bocca e del faringe trattati dal 
1928 al 1945. Risultati della radioterapia nei carcinomi 
della regione amigdalo-glosso-palatina e delle pareti 
del mesofaringe—139 casi). ALDo PrrussiA. Radiol. 
med., Milano, 1950, 36: 735. 


One hundred thirty-nine patients with cancer of 
the tonsilloglossopalatine region, or the wall of the 
mesopharynx, were treated at the Institute of Ra- 
diology of the University of Milan and the Radio- 
logic Division of the Tumor Institute. The material 
was divided into 3 groups, according to the topog- 
raphy of the lesion, namely: (1) tonsilloglosso- 
palatine cancers, (2) tonsillopalatine cancers, and 
(3) cancers of the lateral or posterior wall of the 
mesopharyux. 

Unless the primary tumor was located in the 
mesopharynx, radium was introduced into the pri- 
mary lesion. On rare occasions radium was applied 
by means of a molded endoral apparatus. External 
transcutaneous roentgen therapy was employed if 
the primary lesion was located in the mesopharynx. 
Satellite metastases in the laterocervical lymph 
glands were attacked surgically. 

In 12 of the 139 cases the clinical diagnosis was 
confirmed histologically. In 80 per cent of the 121 
cases the spinocellular type of cancer was found, in 
11.5 per cent the basocellular type, and in 8.5 per 
cent nondifferentiated cells were present in the 
growth. 

Sixteen per cent of the entire group of patients 
were alive 5 years after the initial treatment. The 
best results were obtained in cases in which the tu- 
mor was located in the tonsillopalatine region. 

K. Narat, M.D. 


Role of Radiation Therapy in the Control of Ma- 
lignant Neoplasms of the Brain and Brain 
Stem. CarRLeTON B. PEIRCE and JEAN BOUCHARD. 
Radiology, 1950, 55: 337- 

The authors believe that radiation therapy has a 
major role to play in the control of malignant tumors 
of the brain and brain stem. During the 10 year 
period from January 1, 1939 to December 31, 1948, 
243 patients with malignant tumors of the brain 
and brain stem, 13 with meningeal fibroblastomas, 
and 32 with pituitary adenomas have been treated 
in the Radiological Department of the Royal Vic- 
toria Hospital, Montreal. In radiation therapy of 
malignant lesions of the brain, close co-operation 
between the neurosurgeon and the radiologist is im- 
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perative. As accurate localization of the tumor area 
as possible, with estimate of its size, must be had. 
The initial dose should be relatively small (100 
roentgens), given preferably through but one of the 
several ports serially on succeeding days for the first 
week. The dose is gradually increased until 150 to 
200 roentgens through each of 2 ports per day is 
being given with radiation of a half value layer of 
2.0 mm. of copper. 

Glioblastoma multiforme, comprising about one 
third of all the gliomas and half of the adult lesions, 
are rapid-growing, and recurrence after operation 
is to be expected. The average survival period of 
known dead is 15.6 months after operation and ir- 
radiation. The duration of life for 7 patients re- 
maining alive (of the 49 with glioblastoma multi- 
forme on whom full data is had in the 10 year series) 
is 23 months; however, the 41 known to be dead, 
after complete treatment, had an average of but 
13.3 months from diagnosis, operation, and irradia- 
tion to terminus. A minimum tumor dose greater 
than 7,500 roentgens will be required to obtain 
further improvement. Astrocytoma is a consider- 
ably slower growing malignant glioma, common in 
the cerebellum of children and in the frontal and 
temporal lobes of the adult. Comparing life ex- 
pectancy in this group (as for glioblastoma multi- 
forme) it would appear that irradiation has added 
significantly to the survival period, especially after 
the second year, almost 44 per cent of patients hav- 
ing lived over 36 months, 34 per cent over 4 years, 
and 24 per cent longer than 72 months. A minimum 
tumor dose, in the region of 9,000 roentgens, is the 
present desired dosage. The unclassified malignant 
gliomas are represented by a group of 29 patients. 
Of these, 9 are known to be alive with an average 
survival of 43 months, and 9 dead with an average 
duration of life of 18.3 months after operation and 
irradiation. The general plan of treatment of this 
group followed that for glioblastoma multiforme. 
Astroblastoma has been considered by some as | 
closely allied to glioblastoma multiforme. Three 
tumors of this type have been treated. One patient 
is still alive 97 months after operation and irradia- 
tion; 2 are dead at 11 months and 68 months, re- 
spectively. Spongioblastoma (polare), a rather in- 
dolent tumor, most commonly found along the brain 
stem, has been thought closely similar to astrocy- 
toma in its reaction. One patient (of 2 cases) is 
alive 60 months following treatment by operation 
and irradiation. 

Oligodendroglioma and oligodendroblastoma are 
firm tumors somewhat resembling a medulloblas- 
toma histologically. Irradiation is considered ad- 
visable, due to a tendency to recurrence in the more 
malignant form. Two of the patients with oligoden- 
droglioma lived 51 and 52 months, respectively; 1 
patient is untraced after incomplete treatment. One 
patient with oligodendroblastoma is alive at 46 
months; 1 patient died 38 months after operation 
and irradiation. Treatment is similar to that for 
astrocytoma. 
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Ependymoma and ependymoblastoma are tough, 
relatively avascular, and slowly growing. Ependy- 
moma is not especially malignant in itself, but be- 
cause of its location and the tendency to reimplanta- 
tion of fragments further along the cerebrospinal 
fluid pathway, it may cause dangerous obstruction. 
The data of treatment of 8 ependymomas and 5 
ependymoblastomas is incomplete. Treatment, how- 
ever, of these types of cases is advised. Two pa- 
tients with neuroepithelioma lived 9 and 17 months. 

Hemangioendothelioma (1 case) and hemangio- 
blastoma (2 cases), fortunately, are rare also. The 
single case of papillary adenocarcinoma of the cho- 
roid plexus is untraced after 22 months. Six cases 
of perithelial sarcoma are still under study. Pinealo- 
ma and pinealoblastoma are soft epithelioid tumors. 
The follow-up records of this case are not complete. 
Medulloblastoma is a moderately rapid-growing tu- 
mor of the cerebellum which, although sensitive to 
radiation, tends to disseminate throughout the entire 
cerebrospinal axis. Three patients of this group 
treated by irradiation alone (following “‘twist-drill” 
biopsy) are alive with an average of 34.3 months. 
Meningioma and meningeal fibroblastoma are under 
restudy at the present. So far results with irradia- 
tion as an adjuvant to surgery are encouraging. 
Some 32 patients with adenomas of the pituitary 
have been treated. Radiation therapy has increased 
the duration of life, and, in not a few cases, of useful 
life. Frank L. Hussey, M.D. 


Response of Carcinoma of the Cervix Uteri to Frac- 
tionated Radium and Roentgen Therapy Given 
Concurrently. Howarp B. Hunt. Am.J. Roentg., 


1950, 64: 446. 

The author reviews the 5 year results in a series of 
323 consecutive unselected cases of carcinoma of the 
cervix uteri in patients treated during the period be- 
tween 1931 and 1944 inclusive, and on the basis of 
the marked improvement obtained from the concur- 
rent use of fractionated radium and roentgen therapy 
he discusses the advantages of such treatment. The 
follow-up was 97 per cent complete and the 1o un- 
traced patients are counted as having died from car- 
cinoma, so that the survival figures represent abso- 
lute values. 

The series is divided into 4 groups: (1) 73 rela- 
tively advanced cases in women treated between 
1931 and 1936 primarily by radium alone, with a 
survival of 20.5 per cent for 5 years or longer; (2) 121 
moderately advanced cases treated between 1937 
and 1941 by fractionated radium and roentgen ther- 
apy with a 5 year survival of 42.1 per cent; (3) 60 
moderately advanced cases treated between 1942 
and 1944 by the house staff of the University of Ne- 
braska Hospital by means of fractionated radium 
and roentgen therapy, with a 5 year survival of 31.6 
per cent; and (4) 69 cases treated in private practice 
at the Nebraska Methodist Hospital by means of 
fractionated radium and roentgen therapy with a 5 
year survival of 66.7 per cent. The fall in group 3 is 
attributed to poorer case material and insufficient 
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supervision related to wartime conditions. The very 
high survival rate in group 4, on the’ other hand, is 
the result of favorable case material and effective in- 
tegration of radium and roentgen therapy. This 
great difference in the survival rate of patients of 
free clinic and private practice indicates that eco- 
nomic and educational factors may also influence the 
final outcome in carcinoma of the cervix uteri, and 
that thus the 5 year survival rate of these patients is 
an unreliable index of the comparable efficacy of 
treatment alone. 

The main advantage of the concurrent or alternat- 
ing consecutive administration of radium and roent- 
gen therapy is that a more effective biologic dose is 
built up in the parametria than when an interval of 
days separates the roentgen therapy from the radium 
therapy. The fractionated application of the radi- 
um, on two or more occasions at intervals of 5 to 8 
days, permits a more effective distribution of the 
dose, a greater individualization in the various cases 
and, owing to the shrinkage of the tissues between 
the intervals, an increased cancericidal range. Frac- 
tionation also reduces the incidence of complications 
chiefly through avoidance of over-irradiation of one 
particular area. It is important to localize the radi- 
um applicators by means of anteroposterior and lat- 
eral roentgenograms for the accurate calculation of 
the dose, and as a reference in the planning of subse- 
quent applications. 

The author discusses at length the various types of 
radium applicators (Paris cork cylinders, Manchester 
ovoids, Stockholm boxes, expanding applicators of 
Ernst and Campbell) and their relative advantages 
or disadvantages. He also gives a detailed descrip- 
tion of his own vaginal colpostat by using photo- 
graphs, diagrams, and reproductions of roentgeno- 
grams for illustration. A careful preliminary survey 
of the vaginal outlet and uterus is necessary. The 
spaciousness of the vault is determined with the aid 
of a modified DeLee internal pelvimeter, the photo- 
graph of which is presented. 

The external roentgen therapy is carried out with 
200 k.v., 1 mm. copper, at 70 cm. distance. To pro- 
tect the central zone, which is adequately irradiated 
by radium, individually patterned isodose shields of 
lead are placed on the abdominal wall. 

It is stressed that survival rates are not increased 
merely by giving more milligram hours or more 
roentgens, but through relatively more homogeneous 
irradiation at a level of 7,000 to 8,000 roentgens 
throughout the pelvis. Total dose must be related to 
total period of administration to secure the predi- 
cated biologic effect. In such planning the danger of 
high dose effects on the neighboring normal struc- 
tures with the possible complications must also be 
taken into consideration. 

The author finally analyzes the relative status of 
radiation therapy and surgery in the treatment of 
carcinoma of the cervix uteri. He states that radia- 
tion therapy compares favorably with the best re- 
sults achieved by radical hysterectomy. 

T. Leucutia, M.D. 
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Radiotherapy of the Malignant Tumors of the Re- 
ticuloendothelial System (La radioterapia dei 
tumori maligni del sistema reticoloendoteliale). 
Giovanni F. Garpini. Atti XVI Congr. naz. radiol. 
med., 1950, Vol. 1, pt. 2. 


This report is based on 60 personal cases of malig- 
nant reticuloendothelioma in 37 males (61.6 per 
cent) and 23 females (38.3 per cent). The ages of 
the patients ranged from 6 to 84 years, most of them 
being in the fifth to the seventh decades. Roentgen 
therapy was used except in a few strictly localized 
cases in which recourse was made to radium therapy, 
sometimes associated with diathermocoagulation. 
The factors were those of deep roentgen therapy 
with the focal distance varying from 30 to 40 cm. 
In some cases teleroentgentherapy was utilized. The 
number of fields and their size have varied accord- 
ing to the extent of the process, from a minimum of 
2 to a maximum of 10. The tumor was located in 
lymph glands in 23 cases, in the tonsils in 17, in the 
subcutaneous tissues in 7, in the rhinopharynx in 4, 
in bones in 3, in the palate in 2, and in the gums, 
thyroid, vagina, and testis in 1 case each. Twenty- 
seven patients (45 per cent) are living and 33 (55 
per cent) have died. 

The forms which have shown some good response 
were the tonsillar, rhinopharyngeal, subcutaneous, 
and localized lymphoglandular; response was not 
only immediate but in a few cases also of some dura- 
tion. In many other cases there was rapid disap- 
pearance of the neoplastic foci, but unfortunately 
the process reappeared elsewhere within a very 
short time. It may be said that tumors of the reticu- 


loendothelial system are nearly always radiosensi- 


tive but rather rarely radiocurable. Even when 
complete disappearance of the tumoral focus is ob- 
tained so rapidly as to verge on the miraculous, it is 
impossible to accept the fact as a cure because the 
fate of patients having this tumor contradicts it. 

On the other hand, the prognosis may be de- 
cidedly unfavorable from the beginning in cases 
with poor local sensitivity in which it is found that 
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the general condition rapidly declines and fever 
occurs during the first days of treatment. In the 
others with immediate resolution of the process and 
maintenance of a good general condition, the prog- 
nosis, without being so frankly unfavorable, can 
certainly not be called favorable. 

It must not be forgotten that these tumors usually 
respond to treatment in a disconcerting manner: 
the author has seen rather moderate doses produce 
a clinical recovery that lasted quite a long time, and 
high doses result in rapid recurrence or spread of the 
focus. In any case, the most rational procedure is to 
treat the primary focus intensively (this will be 
possible in some particular localizations like the 
tonsillar and rhinopharyngeal), or the most evident 
focus and the entire surrounding lymphatic territory. 
One should not be satisfied with the disappearance 
of the clinical manifestations but give the highest 
possible dosage with daily fractions that are not 
high but are eventually repeated during the same 
day. The cases should be kept under careful observa- 
tion and the treatment repeated even if there is no 
return of the process. In some cases it may be ad- 
visable to administer subtotal or total irradiation. 
In cases with rapid spread radioactive isotopes may 
be tried. Another useful procedure is the adminis- 
tration of drugs with elective cytotoxic action on the 
neoplastic elements, such as _ bis-beta-chloroethyl- 
methyl-amine hydrochloride, which was used in 2 
cases in the dosage of 20 to 27 mgm. One patient 
with ample laterocervical lymph node involvement 
did not respond at all, but the other, with diffuse 
lymph node involvement, had marked regression 
which persisted for 2 months, after which there was 
a slight recurrence. 

The author calls attention to the fact that he has 
not always observed a parallelism between the re- 
sponse to treatment and the histologic type of tu- 
mor found in the cases, i.e., not all cases reported as 
being particularly aggressive show worse results than 
those believed to be less aggressive. 

RICHARD KEMEL, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Probable Transmission of Viral Hepatitis by Ultra- 
violet-Irradiated Plasma. Report of 3 Cases. 
NATHAN ROSENTHAL, FRANK A. BASSEN, and Sip- 
NEY R. MicHaEL. J. Am. M. Ass., 1950, 144: 224. 


In the hope of offsetting the results which follow 
the reduction in blood volume and the depletion of 
B, globulin, and the subsequent chlorotic anemia 
after phlebotomies, plasma infusions were given. It 
was recognized, however, that transmission of viral 
hepatitis might occur. In order to prevent such a 
possibility, only plasma was used which had been 
subjected to ultraviolet irradiation. 

Thirteen patients were treated, and despite all 
precautions 2 began to show jaundice in from 3 to 
4 months after receiving irradiated plasma. A third 
patient developed jaundice 71 days after receiving 
blood from one of the patients with polycythemia 
who had been given plasma but who never mani- 
fested any hepatitis. It is agreed that although the 
hepatitis may have occurred spontaneously, the 
evidence at hand indicated strongly that the plasma 
was responsible. STEPHEN A. ZreMaN, M.D. 


Panniculitis. Report of Cases. Puytuis E. Jones, 
Joun H. Lams, and Leon Gotpman. South. M.J., 
1950, 43: 792. 

There is little agreement as to what conditions 
should properly be classified as panniculitis. There- 
fore it seems best to use this term in a general sense, 
to encompass all pathologic states involving the sub- 
cutaneous fat. Pfeifer, in 1892, first described the 
disease which is now known as “relapsing febrile 
nodular nonsuppurative panniculitis” or ‘Weber- 
Christian disease.” The last report by Lever men- 
tioned that up to the time he wrote, 33 cases of re- 
lapsing febrile nodular nonsuppurative panniculitis, 
exclusive of his own, had appeared in the literature. 
Jones et al. reported 3 additional cases of panniculi- 
tis, 1 fatal adult case of generalized panniculitis 
(atypical Weber-Christian’s disease), and 2 cases 
of fat necrosis in the newborn. 

These cases offer additional proof of the close 
identity of fat tissue change irrespective of etiology. 
These conditions are seen not only in sclerema neo- 
natorum and subcutaneous fat necrosis of the new- 
born but also in adults with insulin fat atrophy, 
lipogranulomatosis, traumatic fat necrosis of the 
breast, and similar pathologic conditions. 

It was Zeek’s contention that the fat tissue changes 
common to all of these cases follow a definite pro- 
gressive pattern. First, some fat lobules show pink- 
ish, reddish, vacuolated areas, not the usual clear 
spaces seen in normal adipose tissue. Then foreign 
body reaction takes place with invasion of the char- 
acteristic giant cells. Should phagocytosis prove 


successful and efficient, fibrosis and healing may 
occur. If phagocytosis fails and the process advances 
rapidly, severe fat necrosis is produced with exuda- 
tion of liquid lipid material, as was observed in one 
of the authors’ cases. In the newborn the possibility 
of a congenital abnormality of fat tissue enzymes 
might be envisioned. This type of enzyme disturb- 
ance could affect the stability of fat emulsions. 
Many other theses might be advanced, since little 
is known about fat metabolism. 

Another aspect on which pathologists have so far 
failed to come to any agreement is the initial histo- 
logic change leading to the condition termed relaps- 
ing febrile nodular nonsuppurative panniculitis. The 
lesions of Weber-Christian disease may progress 
through the following three stages: (1) suppurative 
inflammation; (2) granulomalike change with many 
foam cells, and (3) fibrosis. 

RoBERT TURELL, M.D. 


Pathogenesis and Therapy of the Posttraumatic 
Renal Syndrome or Crush Syndrome (Zur Path- 
ogenese und Therapie des posttraumatischen Nieren- 
syndroms—Crush Syndrom). L. Kostowskr. Chi- 
rurg., 1950, 21: 461. 

The crush syndrome is caused by a compression or 
contusion of rather large muscular regions which 
leads to ischemic muscle necrosis. The clinical signs 
are marked swelling of the involved muscles begin- 
ning soon after release of the compression; acute 
circulatory weakness as early as the first or second 
day of the disease; at the same time, myoglobinuria 
which disappears after 3 or 4 days; increasing oliguria 
which, with increase of retained nitrogen and develop- 
ment of acidosis, may reach anuria, usually fol- 
lowed by death in uremic coma within a week. 

The anatomopathologic substrate of the syndrome 
is found in the musculature and the kidneys and is 
characterized by discoloration and edema of the 
damaged muscles which assume a fishy, friable as- 
pect (coagulation necrosis), and extensive changes in 
the urinary tubules consisting of necrosis of the 
tubular epithelium and formation of myoglobin 
casts in the tubules. 

However, there are cases in which death occurs 
with the clinical signs of anuria and uremia largely 
without anatomopathologic changes in the kidneys. 
Therefore, English and American authors have 
searched for the cause of the renal insufficiency in 
functional disturbances of the renal circulation and 
have incriminated various factors. The value of 
these factors has been studied by Koslowski in ani- 
mal experiments. The results of the investigations 
of others and of his own experiments allow the fol- 
lowing conclusion: 

The crush syndrome is due to complex renal and 
extrarenal factors, the actions of which are in part 
summated and in part complement one another. 
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With regard to participation of the kidneys, the 
syndrome differs from hemoglobin nephrosis (after 
transfusion accidents or hemolysis caused by other 
conditions) in that disturbances of the renal circu- 
lation, weakness of the general circulation, and renal 
insufficiency develop. The actual causal factors of 
the syndrome are dehydration, acidosis and hypo- 
chloremia, myoglobinemia and myoglobinuria, renal 
cortex ischemia, and anoxia. 

The treatment of crush syndrome should fill the 
following requirements: 

1. Prevention of flushing out of myoglobin from 
the damaged muscles by early amputation of the 
extremity, by compressive bandages to decrease 
edema formation and delay resorption, or removal 
of the necrotic parts of the muscles. Eventual 
ligation of the larger veins? 

2. Elimination of circulatory weakness with copi- 
ous transfusions which may also neutralize toxic de- 
composition products. 

3. Prevention of hypochloremia by infusion of 
hypertonic sodium chloride solution. 

4. Elimination of acidosis by the administration 
of alkali. 

5. Release of the neuroreflex urinary block by 
sympatholytic drugs, or peridural or paravertebral 
anesthesia; stimulation of diuresis by diuretics, ex- 
cluding mercurial preparations for fear of added 
renal damage. Mannitol and sucrose have given ex- 
cellent results in the United States. 

RicHARD KeMEL, M.D. 


Vanadium Pentoxide Dust. A Clinical and Experi- 
mental Investigation of Its Effect After In- 
halation. SvEN-Gésta Sj6BERG. Acta med. scand., 
1950, Supp. 238. 

This monograph covers the author’s clinical ex- 
perience at a new vanadium factory at the Falun 
Copper Works since 1946. Vanadium, chiefly as the 
pentoxide, is used in making hard steel alloys, as a 
catalyzer in chemical industries, in the dye industry, 
as an accelerator in paint drying, in insecticides, 
photographic chemicals, and in glass manufacture. 
The consumption of the chemical is increasing an- 
nually and an ever increasing exposure in industry 
occurs. Detailed histories of the 36 observed workers 
are presented in an appendix. A complete and de- 
tailed study of the problem, including animal ex- 
periments, is presented. 

The chief clinical features of acute intoxication are 
those of acute respiratory tract irritation with an 
appearance of allergic (eczematous) skin changes. 
Acute pneumonitis occurred in 7 of the workers. 
No chronic lung changes were demonstrated. Pal- 
pitation and extra systoles were frequently recorded. 
The thymol turbidity test was above normal levels 
in several. If systemic poisoning occurs, it is of a 
mild nature. The incidence of clinical illness de- 
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clined after the installation of improved exhaust 
equipment, the wearing of respirators, and the 
elimination of dustiness. Animal experiments (rab- 
bits) confirmed the clinical impressions of an acute 
irritative respiratory disease, possibly a mild hepatic 
lesion, but no definite evidence of chronic systemic 
poisoning. EvcEne Wats, M.D. 


DUCTLESS GLANDS 


The Hypophysis and Its Histology in Relation to 
the Various Ages of Woman (L’ipofisi e la sua 
istologia in relazione alle diverse eta della donna). 
C. BELVEDERI and E. Marasini. Riv. ital. gin., 
1950, 33: 161. 

On the basis of a histologic study of 30 pituitary 
glands of females of all ages from stillbirth to 70 
years, the authors conclude that the physiologic 
modifications are limited to the forms and structures 
of the cellular elements of the glandular portion and 
their eventual spread to the intermediate or the 
nervous portions. These modifications did not pre- 
sent a characteristic aspect in relation to age, or at 
least did not occur in one age more or less frequently 
than in another; at most, it may be stated that the 
basophil cells increased in number, not always at 
the expense of the other cells, as the age of the pa- 
tient advanced. However, this characteristic cannot 
be regarded as a fundamental rule, and it cannot be 
said that the increase is due to increasing age or to 
greater parity; it seems that the syncytial plasmatic 
formations and the colloid collections always increase 
with age, and this would show that with age, and 
particularly between the fortieth and fiftieth years, 
the secretory possibilities of the gland would in- 
crease, provided that these formations represent a 
phenomenon of greater secretory activity and not 
a degenerative manifestation. 

On the other hand, the infiltration of the basophil 
cells into the intermediate and the posterior portions 
does not seem to be related to any particular age or 
condition, at least as far as can be judged from the 
observations made in this study. With all the stain- 
ing methods used, the modifications found in the 
intermediate and nervous portions have been mini- 
mal in comparison with those of the anterior portion. 
The glands obtained from pregnant women have 
been too few to allow an exact decision as to the 
hypophyseal modifications which are connected with 
physiologic and pathologic pregnancy. 

Although the material studied has shown rather 
characteristic modifications and cytologic variations, 
the authors have gained the impression that these 
changes are not connected with certain functions or 
with age, but rather represent occasional and transi- 
tory findings independent of greater or lesser secre- 
tory activity of the gland. 

RICHARD KEMEL, M.D. 


